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PEEFACE. 


My  aim  has  been  to  supply  what  has  long  been 
felt  as  a  desideratum,  a  small  work  on  Surgical 
Pathology  suited  to  the  requirements  of  Students 
preparing  for  the  final  examinations. 

The  following  pages  embody  some  of  the  con- 
clusions arrived  at  after  many  years  of  study  and 
teaching.  An  attempt  has  been  made  to  render  in 
a  practical  form  the  knowledge  conveyed,  and  to 
give  an  explanation  of  the  causes  and  methods  of 
pathological  processes. 

My  thanks  are  due  to  Mr.  Charles  Berjeau, 
who  has  drawn  the  figures  on  wood,  for  the  most 
part  from  coarse  preparations  and  sketches  made 
by  myself. 

Of  the  eighty-two  figures  with  which  the  book 
is  illustrated,  sixty-six  are  original,  the  others  have 
been  copied  from  standard  works  and  formally 
acknowledged.  The  tables  of  "  Urinary  Deposits  and 
Calculi"  have  been  taken  from  the  "Index  of 
Surgery,"  written  by  my  friend  Mr.  C.  B.  Keetley. 

In  conclusion.  I  have  to  express  my  indebtedness 
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to  A.  B.  Slieplierd,  Esq.,  M.D.,  late  Deau  of  St. 
Mary's  Medical  School,  for  permission  to  make  use 
of  the  material  furnished  by  the  Museum  of  that 
Institution. 

Augustus  J.  Pepper. 

October,  1883. 
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CHAPTER  I. 

INFLAMMATION. 


»efi«,ti«n.-It  IS  difficult  to  frame  a  concise 
defanition  of  inflammation,  since  the  changes  in- 
volved m  the  process  are  so  numerous  and  vary  so 
much  m  extent  in  different  cases.  The  deUnition  /iven 
by  Dr.  Sanderson  is  perhaps  the  best.  It  is  as  fol- 
lows:     Inflammation  is  the  succession  of  changes 

provided  that  the  injury  is-  not  of  such  a  degree  as 
at  once  to  destroy  its  structure  and  vitality  "  ' 
.  ,  Now  It  must  be  understood  that   no  form  of 
mj^T'   .^l^ether    it    be    mechanical,    thermal,  or 

faatecl  solution  of  zinc  chloride)  can  be  inflicted 
which  shall  result  in  necrosis  only;  for  however 
intense  the  cause  and  however  suddenW  it  acts  lwp 
IS  formed  an  intermediate  zone  betwee/  tie  eSh*?  or 
^i^^the^^^^^^ 

is  a^ia:ji^^^  tS:*^s&  ''-f 

(Cohnheim,  Samuel,  Lister)  and  ttt  .1  ^'''f' 
cause  of  the  vascular  dilat^L  ^het crease  1  " 
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constructive  in  so  far  as  it  leads  to  an  accumulation 
of  indifferent  cells,  it  is  destructive  as  regards  its 
influence  on  the  tissues. 

The  older  views  of  the  essential  pathology  of  in- 
flammation now  practically  exploded  may  be  briefly 
summarised  :  (1)  The  neuro-paralytic  ;  here  it  was  sup- 
posed that  irritation  of  the  sensory  nerves  of  the  part 
brought  about  a  dilatation  of  the  vessels  by  inducing 
a  reflex  paralysis  of  the  vaso-motor  nerves.     (2)  The 
neuro-spastic,  which  was  grounded  on  the  belief  that 
instead  of  being  paralysed  the  arteries  were  stimu- 
lated through  their  nerves,  and  that,  answering  to  the 
irritation,  they  contracted.     The  hypersemia  was  at- 
tributed to  dilatation  of  the  corresponding  capillaries 
and  veins.    In  refutation  of  these  hypotheses  it  may 
be  noted  that   inflammation  of  the  cornea  may  not 
show  itself  for  several  hours  after  the  part  has  been 
irritated,  whereas  if  the  injury  acted  through  the 
nerves  it  ousjht  to  manifest  itself  much  more  quickly. 
It  cannot  be^denied  that  the  calibre  of  the  vessels  and 
the  vascular  tension  are  altered  by  conditions  that 
disturb  the  functional  equilibriuQi  of  the  vaso-motor 
nerves,  and  vary  the  amount  of  physiological  contrac- 
tion of  the  muscular  elements.    Strieker  has  shown 
that  certain  fibres  run  in  the  sciatic  nerve,  which,  on 
bein<^  stimulated,  cause  a  direct  dilatation  ot  the 
vessels  by  inhibiting  the  action  of  the  vaso-motor 
nerves      Again,  division  of  the  cervical  sympathetic, 
in  the  rabbit,  for  example,  is  rapidly  followed  by  a 
flux  of  blood  to  the  ear,  the  vessels  dilating  on  account 
of  the  paresis  of  tlieir  walls.      But  these  phenomena 
are  mainly,  if  not  entirely,  dependent  on  a  departure 
from  the  normal  state  of  contraction  of  the  m.iscular 
fibre  cells  by  reason  of  disturbed  innervation,  and  not 
from  a  molecular  change,  the  result  of  damaged  nutri- 
tion    This  molecular  change  may  be  taken,  then,  as 
the  dilibrential  sign  between  simple  hypera^mia  and 
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infla^^^*'°''■    ^^l,  ^"^^  ^^^'^  ^^^"'^^d  that 

nflammation  was  the  consequence  of  an  increase  in 
the  attraction  the  tissues  were  supposed  to  have  for 
the  blood-plasma  which  nourished  tliem  :  and  that  the 
minediate  cause  of  this  was  a  stimulus  acting  on  the 

Svitv  *        *°  ""^^  formative 

hk  <  ^ii  ,^^^<=^^07,madethis  hypothesis  the  basis  of 
his  "  cellular  pathology."  One  fact,  however,  is  suffi- 
cient o  negative  it,  viz.  that  inflammatory  e;udation 
from  the  vessels  may  take  place  even  when  the  con 

~ct4-ti^  2;£.J^-^^^ 

explain  in  some  measure  the  discrepancy  in  the  state' 
cells  found  in  inflamed  tissues ;  what  was  considered 

of  restra  nine/  the  nndnp  ..n  "^^reases,  the  power 
of  the  blood  fnto  the  s  n-^  ^  T^^  '^"^  constituents 
in  other  Jr  u  V^^^^^^  l^^^omes  less  ; 

The  capillary  bC  X*^^^^^  i«  established.' 

lived  mitial^ecdl^trolt'  ^  T^'^'r''^''- 
greater  dilatation  of  the  arterIes°now  2" 
cbmmution  in  the  rate  of  fln      '        .^"^  ^  marked 

^hiht  "that  in  the   .ni  hu-,  '  ''^"'"'"^  ^'^i^^. 

tilt  capillaues  necessarily  participates 
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in  it."  The  slowing  culminates  in  complete  stoppage 
or  stasis,  if  the  original  cause  of  the  inflammation 
is  severe  in  degree  or  prolonged  in  its  application. 
Stasis  soon  leads  to  thrombosis.  Dr.  Sanderson 
believes  that  the  calibre  of  the  vessels  has  little  or  no 
influence  in  causing  the  retardation,  since  the  veins 
and  capillaries  are  dilated  both  during  the  initial 
acceleration  and  the  subsequent  retardation.  Lister 
suggests  that  changes  in  the  endothelium  may  cause 
the  slowing  of  the  blood  current  "  by  increasing  the 
frictional  adhesion  between  the  blood  and  the  vessel 
wall."  The  causes  of  the  ultimate  arrest  of  the  cur- 
rent are  not  far  to  seek;  the  lumen  of  the  vessels  is 
choked  with  corpuscles,  and  the  capillaries  readily 
compressible  are  strangled  by  the  pressure  of  the 
accumulated  exudation.  At  this  period,  too,  the  back 
pressure  from  the  veins  adds  to  the  existing  difficulty 
in  the  circulation,  and  the  volume  of  blood  passing 
from  the  part  in  a  given  time  is  much  dimmished. 
It  may  be  here  stated  that  in  one  case  Cohnhemi 
found  the  quantity  of  blood  discharged  by  the  local 
veins  was  at  the  commencement  of  the  mflammatory 
process  more  than  double  the  normal  amount.  _ 

The  vascular  tension  varies  ;  at  fii'st  it  is  dimin- 
ished "  owing  to  a  source  of  resistance  developed  m  the 
smallest  arterioles  and  capillaries."  This  can  scarcely 
be  the  result  of  the  dilatation,  "for  the  arterioles 
receive  their  full  supply  of  blood,  and  as  yet  there  is 
no  difficulty  in  escape  from  the  veins.  One  tact 
must  not  be  lost  sigl.t  of :  a  large  quantity  of  f^uid 
oozes  from  the  walls  of  the  blood-vessels,  and  is 
rapidly  taken  up  and  carried  ofi'  by  the  lymphatics. 
This  is  one  reason  why  there  is  so  little  swe  hug  m 
the  earlier  stages  of  inllammation  ;  it  is  only  when  the 
exudation  gets  more  corpuscular  that  it  coagulaf.s 
the  coagula  acting  as  a 'barrier  to  the  passage  of  fliud 
from  the  blood-vessels  to  the  lymphatics. 
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The  lateral  pressure  in  the  blood-vessels  is 
raised  later  on  by  the  causes  that  impede  the  deli- 
very of  blood  by  the  veins,  and  exudation  by  the 
lymphatics.  Among  the  former  may  be  mentioned 
thrombosis  and  extravasation.  The  denser  the  tissue 
affected  the  greater  is  the  resistance  offered  to  the 
expansion  of  the  walls  of  the  vessels,  and  the  gi'eater, 
consequently,  is  the  blood  pressure. 

The  volume  of  the  exudation,  though  suggestive,  is 
not  conclusive  of  the  intensity  of  the  inflammation  ; 
the  quality  must  be  taken  into  account  as  well,  and 
here  one  sees  the  striking  difference  between  mere 
hypersemia  from  disturbance  in  the  vaso-motor  appa- 
ratus, and  inHammatory  engorgement  of  the  vessels. 
In  the  former  case  the  exuded  fluid  is  serous  ;  in 
the  latter  it  is  highly  albumuious,  corpuscular,  and 
coagulable ;  nevertheless,  many  of  the  phenomena  of 
inflammation  are  in  reality  exaggerations  of  normal 
physiological  conditions,  for  in  health  the  calibre 
of  the  vessels  is  frequently  varying,  exudation  of  fluid 
by  osmosis  is  in  constant  process,  and  the  white 
blood  corpuscles  habitually  wander  to  and  from  their 
vascular  abodes. 

Coincidental  with  the  slowing  of  the  blood  current 
very  remarkable  changes  can  be  seen  within  the 
vessels. 

In  the  normal  state  a  clear  narrow  channel,  filled 
only  with  liquor  sanguinis,  exists  between  the'  inner 
coat  of  the  vessel  and  the  central  or  axial  stream  • 
but  as  the  velocity  of  the  circulation  is  lessened 
m  consequence  of  the  injury  inflicted,  the  blood  cor- 
puscles assume  a  "peripheral  disposition,"  especially  in 
the  veins.  _  The  clear  space  above  referred  to  becomes 
crowded  with  blood  corpuscles,  particularly  leucocytes, 
which  m  the  first  instance  roll  slowly  by  tlie  wall 
of  the  vessel,  halting  now  and  then  in  their  onward 
progress.       feoon,  however,  they  show  a  tendency 
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to  fix  themselves,  and  eventually  they  succeed  in 
doing  so.  Then  commences  the  process  known  as 
diapedesis,  or  migration  into  the  surrounding  tissues. 
How  for  this  is  accomplished  by  their  own  mobility  is 
matter  of  question.  Some  pathologists  believe  that 
the  "peripheral  disposition"  is  purely  the  result  of 
mechanical  action,  that  the  leucocytes,  in  short,  are 
driven  into  the  slackened  side  current  by  reason  of 
retardation  of  the  axial  one,  instead  of  wandering 
thither  by  their  intrinsic  movements.  The  explana- 
tion given  of  the  prejDonderance  of  white  over  red 
corpuscles  at  the  margin  of  the  sluggish  blood  stream 
is,  that  the  former  are  specifically  lighter  than  the 
latter,  and  thus  are  the  tirst  to  be  carried  outwards. 
The  balance  of  evidence  seems  to  be  in  favour  of  the 
theory  which  supposes  them  to  take  an  active  part  in 
their  transportation,  and,  to  say  the  least,  this  expla- 
nation is  in  conformity  with  what  is  known  of  the 
general  life  history  of  leucocytes.  Besides,  it  does  not 
follow  that  because  solid  particles  can  be  diffused 
through  a  fluid  by  external  agency  that  they  always 
are  so. 

Diapedesis  of  leiicocj'tes. — The  walls  of  the 
capillaries  being  formed  of  cells,  held  together  by  a 
soft  ground  substance,  readily  allow  of  the  passage  of 
leucocytes  through  them.  These  bodies  may  be  seen 
in  different  stages  of  transit,  their  amoeboid  offshoots 
always  being  directed  from  the  lumen  of  the  vessel  ; 
whether  they  pass  through  open  si)aces,  or  stomata 
between  the  epithelioid  cells,  or  make  chaiuiels  for 
themselves  is  not  quite  certain. 

It  was  held  by  Arnold,  that  in  the  normal  state 
very  minute  apertures,  or  stiff mata,  are  to  be  found 
between  the  cells,  and  th;i,t  they  become  enlarged  into 
slomata  during  inOammation.  Cohnheim  and  others 
have  demurred  to  this  view,  on  the  grounds  that 
inflammatory  exudation  fluid  contains  more  albumin 
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and  coagulable  material  than  does  liquor  sanguinis, 
whereas  if  it  were  simply  a  case  of  j^ercolation  through 
open  pores  it  ought  to  have  a  similar  composition. 
Moreover,  stained  preparations  show  that  these  supposed 
stomata  are  probably  altered  intercellular  substance. 

Coi-nil  and  Eanvier  assert  that  minute  openings 
through  which  the  leucocytes  have  passed  can  be  shown 
by  the  aid  of  nitrate  of  silver,  but  this  view  is  highly 
speculative.  Accoixling  to  Arnold,  they  pass  out 
chiefly  where  the  intercellular  substance  or  cement  is 
in  greatest  quantity.  Cohnheim  insists  that  the 
exudation  is  dejoendent  upon  a  molecular  change  in 
the  filter  by  which  the  percolation  of  fluid  and  the 
transportation  of  corpuscles  is  facilitated. 

It  certainly  is  not  due  to  the  retardation  of  the 
blood  stream,  for  mere  slowing  is  not  followed  by 
extravasation  of  cellular  elements.  Perhaps  the 
strongest  evidence  in  support  of  Cohnheim's  view  is, 
that  if  the  blood  sup])ly  to  a  part  be  entirely  cut  off, 
say  for  twenty-four  hours,  by  the  application  of  a 
ligature,  and  afterwards  re-established,  the  vessels  will 
not  only  dilate,  but  exudation  will  take  place,  and  a 
veritable  inflammation  will  ensue. 

Having  cleared  the  vessels,  the  leucocytes  wander 
into  the  surrounding  tissues,  and  collect  in  groups 
around  the  fixed  corpuscles.  It  was  this  aggregation 
that  led  Virchow  to  believe  that  the  small  groups  of 
cells  were  derived  from  segmentation  of  connective- 
tissue  corpuscles. 

The  migration  of  leucocytes  takes  jilace  from  veins 
and  capillaries.  Red  blood  corpuscles  traverse  the 
walls  of  the  capillaries,  but  not  by  amoeboid  move- 
ments. They  are  driven  through  by  the  intravascular 
pressure,  the  molecular  change  in  the  walls  of  the 
vessels  and  the  previous  passage  of  leucocytes  favour- 
ing this  transportation.  Probably  neither  white  nor 
red  corpuscles  escape  from  the  arteries. 
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It  has  already  been  said  that  the  fluid  portion  of 
the  exudation  is  highly  coagulable,  and  that  it  does 
coagulate  outside  the  vessels  under  the  influence  of 
the  white  blood  corpuscles.  Though  it  is  customary 
to  speak  of  "fibrinous  exudation,"  it  must  be  re- 
membered that  fibrin,  as  such,  does  not  exude  from 
the  vessels. 

In  the  exudation  is  a  quantity  of  mucin.  This  is 
probably  derived  from  a  mucoid  transformation  of  the 
protoplasm  of  the  cells.  It  is  best  seen  in  discharges 
from  inflamed  mucous  membranes,  in  the  glairy  secre- 
tion from  some  ulcers,  and  in  the  layer  of  embryonic 
tissue  on  the  surface  of  articular  cartilage  in  white 
swelling.  There  are  important  changes  in  the  tissues 
themselves;  the  intercellular  matrix,  whether  fibril- 
lated  or  homogeneous,  liquefies  from  mucoid  softening 
(Rindfleisch),  a  result  probably  due  to  the  quasi- 
digestive  action  of  the  white  blood  corpuscles.  The 
epithelioid  cells  of  the  blood-vessels  swell,  and  help  to 
obstruct  the  lumeii  ;  and  thus,  aided  by  the  pressure 
from  without,  and  the  adhesion  of  leucocytes  to  the 
intei-ior  of  the  vessels,  thrombosis  ensues.  Even  yet 
resolution  may  happen,  but  a  step  farther  takes  us 
to  actual  destiuction  of  tissue  by  supjDm'ation  or  gan- 
gi'ene. 

Scrapings  from  an  acutely  inflamed  tissue  contain 
cells  of  difierent  size  and  form  : 

(a)  Cells  with  a  single  nucleus. 

(6)  Pus  cells  in  which  the  nuclei,  vaiying  from 
two  to  five,  are  bionght  into  relief  by  the  action  of 
acetic  acid,  wliich  clears  up  the  albuminoid  particles 
that  render  the  colls  granular. 

(c)  Tlic  so-called  compound  inflammatory  corpus- 
cles of  Gliigc  are  only  ordinary  cells,  enlarged  and 
loaded  with  fat  molecules  ;  they  are  most  plentiful  in 
tissues  rich  in  fatty  matter,  and  hence  are  seei:  in 
numbers  in  sof'Leuiug  of  the  brain  and  spinal  cord. 
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(d)  Multinucleated  mother-cells.  These  are  com- 
paratively few  in  number. 

Filaments  of  fibrin  are  also  seen  enclosing  the 
cells  in  their  meshes,  and  if  the  specimen  has  been 
hardened,  coagulated  strings  of  mucin  are  present. 

The  majority  of  the  cells  are  undoubtedly  migra- 
tory corpuscles  that  have  escaped  from  the  blood- 
vessels ;  some  are  derived  from  endogenous  formation 
and  subsequent  dissociation,  and  a  few,  perhaps,  are 
obtained  by  gemmation  and  fission  of  multinucleated 
masses  of  protoplasm.  Oohnheim  supports  the  doc- 
triue  of  migration  pure  and  simple  ;  Cornil  and  Ran- 
vier  maintain  that  segmentation  of  connective  tissue 
corpuscles  is  an  important  factor  in  the  production  of 
cells. 

There  seem  at  any  rate  sufiicient  grounds  for 
refusing  to  admit  that  the  blood  furnishes  all  the 
indiflferent  cells  found  in  inflamed  tissues.  In  the  case 
of  cartilage  Redfern  has  shown  that  the  cells  may  be 
seen  in  difierent  stages  of  growth  and  proliferation  ; 
the  nuclei  enlarge,  and  the  protoplasm  swells  up, 
division  ensues,  and  the  capsules  being  dissolved,  the 
broods  are  set  free,  and  joining  adjacent  gi^oups,  a 
layer  of  embryonic  tissue  is  formed  on  the  surface. 
In  bone  the  corpuscles  appear  perfectly  passive  (Bill- 
roth), even  when  the  lacunjB  are  opened  up  by  absorp- 

Stricker,  whilst  admitting  that  in  inflammation 
of  the  cornea  and  areolar  tissue  most  of  the  cells  have 
wandered  from  the  vessels,  alleges  that  segmentation 
ot  the  fixed  corpuscles  can  be  made  out  on  careful 
observation. 

Concerning  the  epidermis  and  mucous  epithelium 
there  can  be  little  doubt  that  cell  proliferation  is  very 
active,  for  apart  from  the  results  of  investigation  into 
the  anatomy  of  uiflammation,  there  is  the  fact  that  in 
these  tissues  a  continued  physiological  succession  of 
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cells  goes  on,  new  elements  supplanting  those  whose 
term  of  life  and  function  has  expired.  It  may  be 
stated  generally,  however,  that  diapedesis  of  leucocytes 
accounts  for  by  far  the  greater  number  of  inflamma- 
tory cells,  and  that  the  segmentation  of  corpuscles  is 
in  inverse  ratio  to  the  severity  of  the  inflammatory 
process.  At  the  same  time,  if  the  vascular  changes 
are  very  slight,  the  tissues  outside  the  blood-vessels 
may  escape  altogether. 

Many  pathologists,  whilst  contending  "  that  injury 
only  kills  or  impairs  the  vitality  of  the  tissues  beyond 
the  blood-vessels,  that  it  never  induces  multiplication  of 
cells  from  excitation  from  without,"  admit  that  the 
fixed  corpuscles  proliferate  when  the  cause  of  the 
inflammation  is  removed,  and  that  this  proliferation  is 
a  purely  regenerative  one,  and  is  induced  by  "  the 
changes  in  the  environment  of  the  cells,  the  result  of 
the  inflammation." 

Sigiis  of  inflammation. — Eedness,  pain,  heat, 
ami  swelling,  the  four  stereotyped  signs  of  inflamma- 
tion, may  severally,  or  in  combination,  be  met  with  in 
other  conditions.  Thus  redness,  pain,  and  heat,  may 
be  observed  in  joints,  the  seat  of  nervous  mimicry  of 
disease  (Paget) ;  swelling  from  exudation,  as  in  tran- 
sient erythema,  and  pain  so  momentary  as  not  to 
admit  of  inflammation  as  a  cause.  In  inflammation 
itself  these  signs  are  associated  in  diflferent  degi-ees ; 
thus,  a  joint  may  be  filled  with  pus  in  purulent  infec- 
tion, with  but  little  redness  of  the  synovial  membrane, 
or  it  may  be  intensely  congested  in  rheumatism  with 
only  a  slight  amount  of  exudation. 

The  redness  is  mainly  due  to  dilatation  of  the 
vessels.  Exudation  of  red  corpuscles  shares  in  its 
production,  and  in  some  diseases  thei-e  is  considerable 
discharge  of  the  hemoglobin  from  the  corpuscles, 
which,  passing  out  in  a  state  of  solution,  stains 
the  bodies  with  which  it  comes  in  contact ;  e.g.  the 
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brick-dnst  colour  of  the  lymph  in  sji^hilitic  iritis  ;  and 
lastly,  in  long-standing  hyperpemia  the  blood  pigment 
is  taken  up  and  fixed  by  the  cells. 

The  jx^dn  is  caused  chiefly  by  the  tension  on  the 
filaments  of  the  nerves  from  the  pressure  of  the  exu- 
dation, but  partly  by  a  chemical  irritation  of  the 
inflammatory  products  acting  upon  the  ends  of  the 
nerves ;  for  the  pain  is  not  always  proportionate  to 
the  extent  of  the  stretchinof. 

The  local  heat  depends  upon  the  increased  amount 
of  oxygenated  blood,  and  the  active  chemical  changes 
going  on  in  the  part.  The  swelling  is  the  result  of 
the  hyperreniia  and  exudation. 

^tiologry  of  inflaiiSBSsatiOH.— There  are  many 
difl'erent  causes  of  inflammation,  but  the  proximate 
one  in  all  cases  is  something  that  induces  a  molecular 
disturbance  in  the  walls  of  the  blood-vessels.  The 
injury,  whether  it  be  mechanical,  thermal,  or  chemical, 
must  not  be  so  severe  as  to  kill  the  tissue  outright. 
Now,  although  it  cannot  be  denied  that  the  above- 
mentioned  modes  of  violence  are  in  themselves  suffi- 
cient to  excite  inflammation,  "  it  is  now  regarded  as 
certain  by  pathologists  that  minute  organisms  are 
concerned  in  all  the  more  serious  pathological  effects 
of  injuries"  (Sanderson).  This  is  proved  by  direct 
and  indirect  evidence.  In  the  first  place,  tissues  may 
be  spoiled  and  their  functions  annihilated  without  any 
commensurate  inflammatory  change  being  set  up,  pro- 
vided the  access  of  septic  germs  to  the  injured  tissue 
be  prevented.  Hueter,  in  a  series  of  antiseptic  opera- 
tions, showed  that  he  could  kill  large  portions  of 
tissue  without,  as  he  thought,  exciting  inflammation. 
In  one  of  these  experiments  he  incised  the  skin,  thrust 
a  white-hot  cautery  into  the  muscle  beneath,  and  then 
closed  the  wound,  with  tlie  result  that  it  healed  by 
first  intention.  The  inflammatoiy  reaction  was  no 
doubt  very  slight,  but  from  what  is  known  about  the 
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effects  of  injuries  generally,  one  can  scarcely  think  it 
was  entirely  absent ;  moreover,  Hueter's  interpretation 
of  the  results  of  his  investigations  must  be  read  by 
the  light  of  another  of  his  views ;  viz.  that  the  callus 
formed  about  a  fracture  is  not  an  inflammatory  pro- 
duct, but  the  material  elaborated  for  the  process  of 
simple  physiological  repair  of  an  injury.  At  the  same 
time,  he  does  not  deny  that  "  emigrated  leucocytes  are 
concerned  in  the  formation  of  callus." 

Again,  he  says,  "true  inflammation  is  charac- 
terised by  the  tendency  to  suppuration,"  apparently 
excluding  those  cases  which,  though  transient,  are  yet 
of  the  same  nature  as  the  more  severe  forms.  So 
strongly  is  Hueter  imbued  with  the  belief  that  germs 
are  the  essential  cause  of  inflammation,  that  he  re- 
marks, "  inflammation  is  an  epidemic  which  is  spread 
over  the  whole  world."  The  author,  whilst  consider- 
ing this  theory  too  exclusive,  freely  admits  that 
organisms  play  an  important  part  in  the  causation  of 
severe  cases  of  inflammation  both  as  regards  local 
destruction  of  tissue  and  remote  infective  processes. 

Chauveau's  experiments  on  the  sisermatic  cord  are 
very  instructive.  This  pathologist,  after  freeing  the 
testicle  from  the  dartos,  twisted  the  cord  to  such  an 
extent  that  the  jsatency  of  the  spermatic  vessels  was 
destroyed.  The  result  was  that  the  testicle  imderwent 
atrophy  and  absorption  (in  the  same  way  as  a  simple 
or  non-infective  embolic  infarct,  q.v.)  without  causing 
inflammation  in  the  living  tissues  around.  He  then 
varied  the  procedure  by  first  injecting  into  the  general 
circulation  the  fluid  portion  of  jjus  derived  from  a 
septic  abscess.  This  meant  that  organisms  were  pre- 
sent in  the  testicle  at  the  time  the  circulation  in  the 
gland  was  arrested.  After  a  while  the  part  became 
swollen  and  inflamed,  and  suppuration  was  established 
outside  the  organ,  whicli  in  the  meantime  had  become 
the  seat  of  putrefactive  decomposition. 
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With  regard  to  the  so-called  cryptogenetic^  inflam- 
mations, e.g.  ulcerative  endocarditis  and  infective 
osteomyelitis,  or  those  in  which  the  cause  of  the  acute 
pathological  process  is,  or  ratl^er  was  obscure,  it  may  be 
said  that  recent  observations  have  shown  they  are  pro- 
bably dependent  on  micrococci  which  have  gained  access 
to  the  circulation  by  one  or  other  of  the  natural  pas- 
sages of  the  body ;  e.g.  the  alimentary  tract.  In  these 
diseases  it  may  be  said  that  the  local  products  of 
inflammation  are  crowded  with  organisms,  and  that, 
too,  without  there  having  been  any  direct  exposure  to 
the  atmosphere.  There  is  every  reason  to  believe  that 
the  predisposing  cause  of  these  inflammations  is  an 
impaii-ed  vitality  of  the  tissues  doomed  to  die  from  an 
acute  infective  process.  Ulcerative  endocarditis  is 
always  the  sequel  of  degeneration  of  the  cardiac  valves 
from  previous  inflammation.  Acute  osteomyelitis 
and  periostitis  can  be  shown  experimentally  to  be 
largely  dependent  on  the  presence  of  germs  ;  e.g.  if  a 
bone  be  simply  injured  mechanically,  the  inflamma- 
tory reaction  rarely  ends  in  local  suppuration  and 
general  pytemia,  whereas  if,  prior  to  the  infliction  of 
the  injury,  septic  fluid  containing  organisms  be  injected 
into  the  veins,  this  termination  is  very  common.  It 
may  reasonably  be  supposed  that  in  spontaneous  or 
idiopathic  osteomyelitis  there  is  a  pre-existing  textural 
change  in  the  bone  which  disposes  it  to  destructive 
inflammation.  From  the  foregoing  statements  the 
following  conclusions  may  be  drawn  :  (1)  Anything 
which  lowers  the  vitality  of  a  tissue  renders  it  more 
liable  to  succumb  to  the  exciting  causes  of  inflamma- 
tion. (2)  Those  conditions  which  increase  or  depress 
the  natural  excitabilitj''  of  a  tissue,  if  pushed  far 
enough,  end  in  its  death,  or  short  of  this  in  inflamma- 
tion. (.3)  Whilst  physical  violence  such  as  heat,  cold, 
mechanical  injury  and  chemical  action,  undoubtedly 
act  as  exciters  of  inflammation,  the  result  is  much 
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exposed  to  the  influence  of  infective  organisms 

,J    V"^-        *«""i»a»*«n.-Inflammation  may 

new  r  ^^'^^^^^^^^^^  absorption,  organisation  or 
new  formation,  or  in  death  of  the  tissue  by  suppura- 
tion, gangrene,  or  caseation. 

Resolution.    Some  of  the  cells  pass  back  into 
the  blood-vessels,  others  undergo  molecular  disintegra- 
tion  and   capillary  absorption  by  the  lymphatics, 
whilst  a  few  may  remain  as  fixed  connective  tissue 
corpuscles  (fibroplasts).     The  fibrin  becomes  granular, 
It  disintegrates,  and  is  then  removed.     The  same 
change  occurs  in  any  capillary  thrombi  that  have 
formed.   The  endothelial  cells  of  the  capillaries  shrink 
to  their  former  size,  or,  if  degenerated  past  reijair,  are 
replaced  by  others.    The  vitality  of  the  contractile 
walls  of  the  capillaries  and  arterioles  is  re-established, 
and  the  vessels  assume  their  proper  calibre;  "the 
blood  brings  material  for  regeneration,  which  is  used 
when  the  cause  of  the  inflammation  is  gone."    It  may 
be  here  remarked  that  the  expression  "  venous  absorp- 
tion "  is  often  used  erroneously ;  of  course  the  walls 
of  veins  are  permeable   to    fluids,   and  leucocytes 
traverse  them  ;  but  still  the  chief  part  of  absoriDtiou 
is  capillary,  be  it  blood  A'ascular  or  lymi^hatic. 

It  must  not  be  supjiosed  that  the  tissues  liave 
necessarily  regained  theii-  normal  condition  because 
all  the  more  olnious  signs  of  inflammation  haA'e 
disappeared.  The  inflammaioiy  process  ha.s  been 
described  as  consisting  essentially  of  a  molecular  dis- 
turbance of  the  walls  of  the  vessels,  to  wliich  are 
added  exudation,  and  those  secondary  altci'ations  of 
the  extravascular  tissues  consequent  on  disturbed 
nutrition.  Now  it  should  bo  borne  in  mind  tliat 
for  some  time  after  the  exudation  has  been  re- 
moved by  absorption,  there  is  a  molecular  in- 
stability  of    the  tissues  which  renders  them  more 
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than  visually  prone  to  react  to  the  exciting  causes  of 
inflammation.  The  loss  of  tone,  though  latent  so 
long  as  the  parts  are  kept  at  rest,  soon  becomes 
manifest  when  they  are  subjected  to  strain  or  other 
form  of  irritation,  it  may  be  only  to  the  extent  of 
normally  healthy  exercise.  The  truth  of  this  is  no- 
where better  exemplified  than  in  the  case  of  an 
injury  to  a  joint.  An  attack  of  simple  serous  syno- 
vitis of  the  knee,  e.g.,  may  have  to  all  appearances 
subsided,  but  the  surgeon  knows  that  unless  physio- 
logical rest  is  continued  after  the  apparent  need  for 
it  has  been  removed,  there  will  not  improbably  be  a 
renewal  of  the  inflammatory  disturbance. 

The  modifications  of  the  life  processes  in  tissues 
due  to  inflammation  are  more  varied  when  the  cause 
of  the  latter  is  some  poison,  especially  if  charged  with 
living  organisms.  Then,  although  the  tissues,  as  in 
cases  of  simple  traumatic  inflammation,  are  weakened 
in  their  power  of  withstanding  injury,  they  may  be 
strengthened  in  their  antagonism  to  the  germs  of 
disease,  or  in  other  words,  they  may  have  received 
a  greater  or  less  immunity  from  subsequent  attacks. 

Resolution  takes  places  more  quickly  and  perfectly 
in  the  tissues  of  the  young,  (1)  because  in  them  there 
is  less  chance  of  hindrance  from  acquired  defects  of 
nutrition  ;  and  (2)  in  children  there  is  a  more  rapid 
substitution  of  formative  material  for  that  which  has 
been  rendei'ed  waste  in  the  work  of  development. 

Org:anisation — Should  the  inflammation  be 
prolonged  and  moderate  in  degree,  organisation  takes 
place  in  the  exudation  without  visible  loss  of  tissue. 
New  blood-vessels  are  formed  by  a  looping  of  the  old 
ones,  the  softened  walls  of  the  capillaries  allowing 
protrusion  here  and  there.  The  channels  of  contiguous 
offshoots  merge  by  absorption  of  the  intervening  walls, 
and  so  a  vascular  network  is  established.  There  is, 
besides,  a  separate  development  of  new  vessels  in  the 
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inflammatory  embryonic  tissue.  This  may  be  effected 
in  two  ways  :  (1)  by  the  loosenino;  and  disintegration 
of  the  central  cells  of  columns,  whilst  the  peripheral 
elongate  and  become  fixed,  and  so  construct  the  walls 
of  capillaries;  (2)  vaso-formative  cells  send  out 
canalicular  processes  which  anastomose.  The  cells 
expand,  the  pi^otoplasm  liquefies,  and  the  nuclei  pos- 
sibly grow  into  the  first  blood  corpuscles.  Be  tliis  as 
it  may,  these  newly-built  capillaries  coalesce  with  the 
pre-existing  vessels.  Exactly  the  same  changes  are 
observed  in  the  growth  of  tumoui's,  such  as  sarcomas, 
the  type  of  which  is  embryonic  connective  tissue. 

This  vascularised  lymph  constitutes  gi-aiiiiIation 
tissue,  which  is  merely  a  mass  of  indifferent  cells, 
cemented  by  a  scanty  amount  of  ground  substance, 
and  traversed  by  capillary  blood-vessels.  It  is  termed 
granulation  tissue,  because  when  formed  on  an 
inflamed  surface,  the  centrifugal  pressure  directs  the 
loops  of  vessels  in  the  path  of  least  resistance,  and  the 
exudation  corpuscles  accumulate  and  arrange  them- 
selves about  the  loops.  The  old  tissue  disappears 
before  this  inflammatory  neoplasia,  which,  when  the 
irritation  ceases,  organises  into  connective  tissue. 
The  majority  of  the  exudation  cells  disappear  by  dis- 
integration ;  some  travel  back  uito  the  vessels,  others 
in  surface  inflammation  are  washed  oft'  in  the  dis- 
charges, and,  lastly,  a  few  persist  as  fixed  corpuscles. 

On  tlie  subsidence  of  the  inflanuuation  the 
granuiatioQ  cells  proliferate  with  a  view  to  repair. 
They  enlarge  and  multiply  by  division,  and  their 
protoplasm  tibrillates,  hence  they  are  called  "  fibro- 
plasts."  The  libiils  of  contiguous  cells  by  joining 
one  another  form  strands  of  fibrous  tissue.  Multi- 
nucleated cells  are  usually  to  l)e  .seen;  they  originate 
in  two  ways  :  (1)  by  division  of  the  nucleus  with- 
out that,  of  the  iDrotoplasm  ;  (^1)  by  the  fusion  of  uni- 
nuclcaled  or  binucleated  cells. 
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The  new  formed  tissue  contracts,  thus  obliterating 
many  of  the  vessels,  so  that  a  scar,  which  is  at  first 
more  vascular  than  the  surrounding  tissue,  becomes 
smaller  and  i)aler  with  the  lapse  of  time,  and  even- 
tually (unless  pigmented)  quite  white.  As  a  rule  it 
is  depressed ;  but  if  the  irritation  be  prolonged,  as 
sometimes  happens  in  the  case  of  burn,s,  the  cicatricial 
tissue  is  so  abundant  as  to  project  above  the  sui-face 
as  a  keloid  mass. 

There  is  always  a  tendency  during  organisation  to 
reproduce  the  original  tissue  of  the  part,  as  we  shall 
see  when  treating  of  the  mode  of  union  of  wounds. 
The  more  highly  developed  the  tissue,  the  less  is  this 
tendency  developed  ;  thus,  in  the  human  subject,  at 
least,  the  ends  of  divided  muscles  are  probably  cemented 
by  fibrous  tissue  only,  and  cicatrices  of  the  skin  do  not 
contain  sebaceous  or  sweat  glands. 

SuppiiratioM.— If  this  takes  place  with  loss  of 
tissue  on  the  surface,  the  process  is  described  as 
ulceration  ;  if  in  the  substance  of  tissues  or  organs, 
an  abscess  is  the  result.  have  only  to  suppose 

an  intensified  irritation  to  see  that  not  only  will 
the  exudation  of  leucocytes  and  liquor  sanguinis  be 
increased,  but  the  liquefaction  of  the  cells  and  inter- 
cellular substance  will  be  complete.  Moreover,  there 
will  be  extensive  occlusion  of  vessels  by  pressure 
from  without  and  coagulation  within.  The  tissues 
sufl^enng  acute  starvation  quickly  disintegrate.  These 
changes  are  more  rapid  if  tlie  inflammation  be  infec- 
tive, for  then  active  cliemical  decomposition  results 
from  tlie  mfluence  of  minute  organisms— micrococci 
bacteria,  etc. 

Here  we  have  the  mode  of  formation  of  an 
acute  abscess,  i.e.  a  closed  cavity  filled  with  the 
debris  of  broken-down  tissue,  and  fluid  and  cells 
derived  from  the  vessels.  This  is  the  final  stages 
of  an  acute  inflammation.    The  wall  of  the  abscess 
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consists  of  a  liypersemic  granulation  tissue,  the  so- 
called  2^yogenic  membrane,  but  it  contains  no  vessels 
of  new  formation.  From  the  vessels  of  this  layer 
exudation  passes  into  the  cavity.  Add  to  this,  a 
continuous  melting  away  of  the  lining  wall  itself  as 
the  inflammation  spreads,  and  the  picture  of  an 


Pig.  1.— Suppitrative  Inflammation  of  the  Cerebrum  (  x  250). 
The  section  was  made  lialf  an  inch  away  from  tlie  situation  of  luiincriuis  visible 
aljsccsses.  n,  Wond-vcsscis,  showing  lencocytcs  collected  witliiii  .and  wit  lont 
the  walls  ;  &,  "  microscopical  abscess  ;  "  c,  the  same  in  the  niidsl  of  a  capillary 
extravasation  ;  d,  brain  substance,  showinp  delicate  fibres  and  granules,  the 
result  of  inflammatory  softeuing  and  fatty  degeneration.  The  norninl 
liistological  characters  have  disappeared. 

enlarging  abscess  is  complete.  It  may  be  noted  that 
the  suppuration  does  not  start  from  one  focus,  for 
under  the  microscope  numerous  minute  centres  of  pus 
formation  may  be  obsei-ved  (Fig.  1).  Those  micro- 
scopical abscesses  increase  in  size,  and  coalesce. 

In  addition  to  the  original  cause  of  the  inflam- 
mation there  is  the  added  tension  from  the  retained 
products  of  suppuration.  This  tension  is  afterwards 
removed  by  the  bursting  of  tlie  abscess.  Tlio 
importance  of  early  relief  from  tlie  pressure,  in  order 
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to  check  the  destruction  of  tissue  and  the  absorption 
of  intoxicating  or  septic  material,  is  obvious. 

Blood-vessels  and  nerves  resist  the  action  of  these 
ijiflanimatorj  changes  longer  than  other  tissues,  except 
tendons  and  the  calcified  framework  of  bone. 

When  an  acute  abscess  has  been  opened  its  walls 
collapse,  and  the  granulating  surfaces  adhere  more 
or  less,  and  thus  the  suppurating  area  is  greatly 
diminished. 

From  the  opening  in  the  abscess,  a  thick  creamy 
fluid  escapes,  mixed  with  blood  from  ruptured  and 
divided  vessels.  The  yellowish-white  colour  is  due  to 
the  suspension  of  refractive  bodies  (pus  cells)  in  a  fluid 
termed  hquor  puris.  To  see  that  this  is  so,  we  have 
only  to  a  low  the  pus  to  stand  for  a  time  in  a  glass 
vessel,  when  two  distinct  layers  will  be  observed?  the 
ower  a  yellowish-white  deposit  with  uniform  surface, 
the  upper  a  clear  fluid._  Chemical  analysis  proves  this 
fluid  to  be  practically  identical  with  liquor  sanguinis, 
which  is  no  doubt  its  source.  °  ' 

If  some  of  the  lower  layer  be  examined  with  the 
microscope,  It  will  be  found  to  consist  mainly  of 

ITeter"  t7"   vV''  *°  -  ^ 

diameter.    These  bodies  are  for  the  most  part  round 

but  some  are  crenated  or  otherwise  misshapen.  No 

Sanuirr"  '^"V"!  They  look  Ludy  or 

granular,  f  om  mmute  fatty  and  albuminoid  particles 

ctat"  Mln;:rtte'',V^"'%f°  -^'btome 
from  fof      {   V  ''  coarsely  granular 

irom  fat  molecules  which  are  soluble  in  etliPr  Ti 

ganism  ^  uucrococcua    cyaiieus.  Thei 


an  or- 
■e    are  also 
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mimberless  free  granules,  the  product  of  disintegration 
of  the  cells.  Healthy  or  laudable  jius  is  alkaline  in 
reaction.  It  forms  a  viscid  gelatinous  mass  on  the 
addition  of  liquor  potassse. 

Origin  of  pus  corpuscles. — The  majority  are 
leucocytes  that  have  migrated  from  the  blood-vessels, 
though  it  cannot  be  denied  but  that,  in  interstitial  in- 
flammations, their  number  is  increased  by  proliferation 
of  connective  tissue  corpuscles,  and  still  more  in  the  dis- 
charges from  mucous  membranes,  and  the  exudation 
from  serous  sui'faces.  In  the  two  latter  situations  thei'e 
is  a  constant  physiological  reproduction  of  cells.* 

They  resemble  white  blood  corpuscles,  in  that 
whilst  living  they  possess  the  ^Jroperty  of  spontaneous 
movement.  Their  vitality,  however,  is  low,  and  they 
soon  become  motionless  and  degenerate.  The  fact  of 
their  containing  two  or  more  nuclei  is,  perhaps,  a 
sign  of  declining  nutritive  activity. 

According  to  Ogston,  the  pus  taken  from  all  acute 
abscesses  is  charged  with  micrococci. 

Oaniirrcnc. — -Inflammation  is  the  most  common 
cause  of  gangrene  or  death  of  visible  portions  of 
tissue.  The  blood  current  is  obstructed  by  the 
pressure  of  the  exudation,  and  the  vessels  are  blocked 
by  coagula;  hence  the  tissues  perish  from  acute 
starvation  before  there  is  time  for  complete  disinte- 
gration of  their  individual  elements.  In  the  necrosed 
masses  the  oiiginal  structure  is  recognisable. 

Caseation.— In  chronic  inflammations,  especially 
of  the  lungs,  bone,  and  lymphatic  glands,  the  exuda- 
tion, together  with  the  allbcted  tissue,  undergoes  fatty 
degeneration  and  disintegration,  the  more  liquid  por- 
tion is  absorbed,  and  a  putty-like  substance  remains  ; 
this  consists  chiefly  of  granular  debris,  in  which 
crystals  of  stearic  acid  and  plates  of  cholesterme  are 
formed.    The  process  often  terminates  in  calcidcation. 

*  For  modes  of  cell-multiplication  vide  Appendix,  page  519. 
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It  may  be  remarked  that  the  discharge  from  gouty 
abscesses  is  loaded  with  what  is  often  erroneously 
spoken  of  as  chalky  matter,  but  which  in  reality  is 
urate  of  soda  in  the  form  of  acicular  crystals,  scattered 
or  in  stellate  groups. 

Chronic  iiaflammatioii  is  the  result  of  long- 
continued  local  irritation,  or  of  some  constitutional 
weakness.  The  inherent  defect  in  nutrition  may  be 
general,  or  centred  in  certain  organs  or  tissues  ;  e.g. 
in  scrofula  the  bones,  joints,  lymphatic  glands,  and 
the  lungs  suffer  most. 

The  predis])osing  condition  is  called  a  diathesis. 
It  was  believed  by  the  humoral  jjathologists  that  a 
special  materies  morbi  existed  in  the  blood,  and  that 
this  was  the  cause  of  the  local  disorder  ;  hence  th« 
expression  "  cancerous  deposit,"  malignant  "  growths  " 
being  regai-ded  as  exudations  of  cacoplastic  lymph. 

On  the  other  hand,  the  solidists  laid  the  foundation 
of  all  disease  in  the  tissues  themselves,  considering  the 
blood  as  being  secondarily  affected.  We  know,  how- 
ever, that  it  is  a  "flesh  and  blood"  malady,  for  it  is 
difficult  to  conceive  how  one  can  be  affected  without 
the  other.  It  is  true  the  speciflc  nature  of  a  blood 
poison  may  disappear,  as  shown  by  the  failure  of 
inoculation,  and  by  the  non-transmission  of  syphilis 
in  the  tertiary  stage  from  parents  to  offspring  ;  (and 
yet  how  often  do  very  grave  inflammatory  lesions 
crop  up  in  after  years.)  Some  pathologists  look  upon 
these  as  sequela?  of  syphilis,  and,  in  so  far  as  a  repro- 
duction of  the  same  disease  in  others  is  concerned, 
they  maybe  ;  yet  it  cannot  be  supposed  that  the  blood 
is  free  from  taint. 

The  final  result  of  a  chronic  inflammation  turns 
mamly  upon  whether  the  latter  proceeds  from  a  local 
or  constitutional  cause.  If  purely  local  and  only 
moderately  severe,  the  lymph  organises  into  connective 
tissue  pure  and  simple,  or  witli  the  admixture  of  a 
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more  highly-developed  product,  such  as  bone.  If 
constitutional,  thei-e  may  be  loss  of  substance  at  one 
part  with  increase  at  another,  as  where  the  end  of  a 
hone  is  gradually  worn  away  from  softening  and 
friction,  whilst  around  it  numerous  osteophytes  are 
thrown  out;  e.g.,  in  chronic  rheumatic  arthritis. 

When  the  individual  is  strumous,  caseation  and 
abscess  are  very  common;  e.g.,  in  the  cervical  glands. 

Chronic  abscess  is  also  called  congestive,  from 
the  presence  of  passive  rather  than  acute  hypera3mia, 
and  cold,  from  the  fact  that  there  is  little  or  no 
elevation  of  temperature  of  the  part,  for  the  blood 
current  is  sluggish  and  the  chemical  changes  are 
not  very  active. 

It  is  often  consecutive,  as  when  cervical  glandular 
abscess  follows  caries  of  a  tooth,  or  jjsoas  abscess  de- 
pends upon  disease  of  the  spine.  From  the  persistence 
of  the  original  cause,  together  with  the  continued 
tension,  chronic  abscesses  frequently  attain  a  great 
size  ;  and  when  deeply-seated  and  the  resistance  of  the 
tissues  around  is  unequal,  they  follow  well-known 
anatomical  paths  ;  thus,  a  spijial  abscess  may  open  at 
the  groin  or  knee,  or  even  at  the  ankle.  And,  inas- 
much as  the  line  of  least  obstruction  is  usually  in  the 
long  axis  of  the  body,  they  gravitate  to  more  dependent 
pai'ts.  The  structures  around  become  condensed. 
The  cicatricial  tissue,  as  it  shrinks,  dimmishes  its  own 
vascularity,  and  makes  the  walls  of  the  abscess  rigid, 
so  that  they  can  only  imperfectly  collapse  when  the 
cavity  is  laid  open.  As  the  contents  escape,  germ- 
laden  air  too  often  enters  and  leads  to  decomposition 
of  what  remains.  This  is  favoured  by  the  retention  of 
pus  in  offshoots  from  the  main  cavity.  The  badly- 
nourished  M'alls  are  slow  in  constructing  granulations 
for  the  obliteration  of  the  space  within,  and  are  apt  to 
absorb  infective  matter,  tlie  source  of  chronic  and 
acute  pyaemia.    Hence  the  force  of  Billroth's  remark, 
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when  sjjeuking  of  psoas  abscesses,  "  Be  thankful  for 
every  day  they  l  emain  closed."  But  the  present  state 
of  perfection  of  antiseptic  surgery  not  only  renders  the 
opening  of  clironic  abscesses  admissible,  but  generally 
atlvisable,  and  for  several  reasons.  (1 )  They  may  be  on 
the  verge  of  bursting,  in  which  event  the  openings 
Avould  be  insuthcient  for  proper  drainage.  (2)  They 
may  be  encroaching  on  some  important  oi'gan  or  struc- 
ture, e.g.  retropharyngeal  abscess.  (3)  The  probability 
of  their  opening  later  in  a  less  advantageous  position. 
Moreover,  chronic  abscesses  are  often  of  tubercular 
origin,  and  it  is  then  desirable  to  get  rid  of  their 
contents  to  jirevent  secondary  tubercular  infection 
of  other  parts.  The  contents  of  chronic  abscesses 
vary  much.  Sometimes  the  fibrinous  poi-tion  of  the 
exudation  remains  in  solution  ;  at  others  it  separates 
in  the  form  of  flakes  or  curds.  On  absorption  of  the 
serum  the  pus  is  reduced  to  the  consistence  of  clotted 
cream  or  of  soft  putty.  "  Inspissated  pus  "  is  made 
up  of  fibrin  and  cells  in  a  state  of  fatty  degeneration. 

When  the  abscess  has  formed  in  connection  with 
diseased  l)ono,  the  pus  contains  an  excess  of  lime  salts, 
and  not  unfrequently  minute  sequestra. 

Abscesses  arising  at  the  seat  of  a  previous  inflam- 
mation are  termed  "  residual  "  (Paget).  The  vitality 
of  the  tissues  has  remained  defective,  and  unable  to 
cope  with  further  irritation.  The  part  is  a  "  locus  rc- 
sisteiitiiE  minoris." 


CHAPTER  II. 

PAIN. 

Pain  is  always  a  symptom  of  diminished  functional, 
and,  therefore,  nutritive  power,  wliether  it  be  the 
headache  from  a  tired  brain  or  tlie  smarting  from 
a  scald.     We  say  functional  ;w?rer  /  for  excessive 
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functional  activity  is  one  of  the  first  indications  of 
exliaustion  (C.  Bernai'd). 

It  is  purely  subjective,  and  is,  therefore,  difficult  to 
estimate;  for  its  existence,  nature,  and  extent  caai 
be  simulated,  and  it  may  appear  out  of  all  pro- 
portion to  the  intensity  of  any  assignable  cause.  It 
is  the  fashion  to  give  but  little  heed  to  the  sufferings 
of  hysterical  patients,  but  their  nervous  mimicry  of 
pain  is  to  them  a  real  disease. 

There  are  three  factors  in  the  production  of  pain  : 
(1)  Extrinsic  irritation,  physical  or  chemical ;  (2)  in- 
herent susceptibility  of  the  implicated  nerve-centre  ; 
(3)  emotion.  It  is  well  to  assume  that  all  pain  is 
organic  (it  is  termed  functional  when  no  correspond- 
ing tissue-change  can  be  seen,  but  "cell  "  and  "  fibre" 
are  only  coarse  expressions  of  molecular  structure), 
for  then  there  will  be  no  excuse  for  considering  the 
less  obvious  cases  as  ''idiopathic."  The  ii'ritation 
may  be  of  peripheral  or  central  origin.  When  cen- 
tral, it  is  referred  to  the  whole  or  some  part  of  the 
area  of  distribution  of  the  corresponding  nerve. 
When  peripheral,  it  is  usually  referred  to  the  seat  of 
irritation,  but  not  rarely  to  the  terminal  part  of  some 
other  branch  of  the  same  nerve,  as  in  the  knee  when 
the  hip  is  diseased,  or  in  the  ear  Avhen  a  tooth-pulp 
is  inflamed  ;  or  the  pain  is  felt  in  some  nerve  asso- 
ciated in  function,  origin,  or  distribution,  as  when 
ascarides  in  the  rectum  lead  to  discomfort  about  the 
penis,  or  a  stone  in  the  bladder  causes  painful  tenes- 
mus. If  the  stimulus  be  applied  in  the  course  of  a 
nerve-trunk,  as  in  neuritis,  there  is  local  tenderness  to 
the  touch,  accora]\anied  by  pains  radiating  along  the 
derivative  branches.  lu  some  cases  the  pain  is 
experienced  only  at  the  distal  end  ;  e.r/.,  at  the  back 
of  the  head  in  atlo-axoid  disease,  in  which  the  great 
occipital  nerve  is  caught  as  it  passes  between  the 
bones. 
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In  any  case  of  localised  pain  the  nerve  should  be 
examined  as  far  back  to  its  origin  as  practicable,  and 
then  the  trunk  and  all  its  branches  taken  in  review.* 

Types  of  pain. — There  are  two  primary  types  of 
pain  :  (1)  continuous ;  (2)  intermittent.  The  former 
is  either  aching,  which  is  symptomatic  of  tension 
beneath  very  resisting  structures,  as  in  ostitis,  peri- 
ostitis, and  subfascial  inflammation,  and  in  the  erosion 
of  vertebrte  by  an  aneurism ;  in  all  these  instances 
the  nerves  are  constantly  on  the  stretch  \  or  it  is 
smarting,  which  is  chai'acteristic  of  surface  irritation, 
as  in  burns  and  scalds.  (The  latter  is  in  reality  an 
intermittent  pain,  the  impulses  succeeding  one  an- 
other so  rapidly  as  to  make  it  appear  continuous, 
the  analogy  being  that  of  tonic  to  clonic  spasm.) 

Intermittent  pain  is  either  neuralgic  or  throbbing. 
In  the  former  case  it  is  indicative  of  recurrins:  dis- 
charges  of  a  diseased  nerve-centre,  as  in  the  "lightning 
pains  "  of  locomotor  ataxia  ;  or  of  varying  tension,  as 
when  the  pulp  of  a  tooth  is  inflamed. 

In  throbbing  pain,  the  nerve  endings  are  over- 
sensitive from  inflammation,  and  the  tissues  ai-e 
softened,  and  so  allow  considerable  latitude  for  expan- 
sion of  the  vessels  ;  hence  the  pulsation  of  the  arteries 
is  felt  by  the  patient,  and  this  gives  the  ^peculiar 
character  to  the  pain.  It  is  suggestive  of  the  forma- 
tion of  pus.  The  shooting  pains  felt  in  cancer  are 
probably  due  to  the  implication  of  fresh  nerve-hbres 
by  the  growth.  A  combination  of  continuous  and 
spasmodic  pain  is  well  .seen  in  the  passage  of  a  biliary 
or  renal  calculus,  the  continuous  character  depending 
upon  the  resisting  nature  of  the  walls  of  the  duct] 

•  The  localisation  of  pain  in  neuralgia  lias  recently  received 
an  anatomical  explanation  from  the  observation  made  by  Mr 
Horsley,  that  true  "  nervi  nervorum  "  exist  in  nerve  trunks  ''Thev 
run  as  smgle  medullated  fibres  in  the  connective  tissiJe  of  the 
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and  the  spasmodic  upon  the  intermittent  contractions 
of  the  muscular  coat. 

Effects  of  pain  on  nntrition. — There  can  be 
no  doubt  but  that  nutritive  changes  ai'e  more  marked 
where  pain  is  severe,  the  atrophy  of  the  muscles  in 
hip-joint  disease  being  proportionate  {ceteris  paribics) 
to  the  patient's  suffering ;  for  local,  like  general,  dis- 
turbance of  rest  prevents  the  natural  repair  of  tissues 
wasted  during  activity. 

Keflex  snbcliial  of  pain. — As  pain  can  be 
induced  by  reflex  action,  so  it  may  be  subdued,  hence, 
the  use  of  powerful  local  sedatives  applied  to  the  skin  ; 
e.g.,  in  the  deep-seated  inflammation  of  joints.  The 
relief  given  by  counter-irritants,  though  apparently 
contradicting  this  theory,  really  supports  it,  for  the 
peripheral  irritation  produces  an  exhaustion  of  the 
nerve-centre,  and  makes  it  less  sensitive  to  a  stimulus, 
applied  to  the  deep-seated  nerves. 


CHAPTER  III. 

ULCERATION. 

Ulceration  is  a  surface  solution  of  continuity  from 
molecular  death  of  the  tissues.  In  this  way  it  differs 
from  gangrene,  or  molar  death.  (Molecular  disinte- 
gration is  not  limited  to  ulceration,  for  it  is  met  with 
in  primary  interstitial  degeneration.) 

Whatever  the  primary  cause  of  ulceration  may  be, 
there  is  at  some  period  inflammation  of  the  part ; 
thus,  in  cancrum  oris  the  most  important  factor  is 
2)rogressive  capillary  thrombosis,  but  the  coagula 
irritate  the  walls  of  the  vessels,  and  cause  them  to 
inflame,  and  the  inflammation  spreads  to  the  tissues 
around.  An  ulcer  may  begin  as  a  surface  lesion,  or 
be  the  consequence  of  suppuration  beneath  the  skin 
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or  a  mucous  membrane.  An  abscess  may  be  defined 
as  a  closed  ulcer. 

Causes  of  ulceration. — The  irritation  is  either 
physical  or  chemical,  or  both ;  in  any  case  the  result 
is  vascular  dilatation  and  exudation,  and  the  tension 
thus  increased  acts  as  a  further  cause  of  inflammation, 
by  obstructing  the  flow  of  blood  and  stretching  the 
tissues.  As  physical  causes,  we  may  mention  wounds, 
continued  pressure  and  friction,  as  in  bed  sores, 
extreme  heat  and  cold,  and  rupture  of  a  varicose 
vein.  Chemical  irritants  may  be  applied  locally  to 
the  surface  or  beneath  the  skin,  or  tbey  may  be 
diffused  in  the  circulation;  e.^.,  the  specific  poisons  of 
typhoid  and  syphilis. 

Mode  of  formation  of  a  simple  ulcer. — We 
will  take  the  case  of  the  heel  pinched  by  a  shoe.  In 
the  first  place,  the  friction  causes  dilatation  of  the 
vessels  and  exudation  of  liquor  sanguinis  and  leu- 
cocytes ;  hence  the  redness  and  swelling.  The  exuda- 
tion increases  to  such  an  extent  that  the  tissues  can 
no  longer  retain  it  within  their  interstices,  and  some, 
escaping  between  the  cells  of  the  softened  epidermis, 
oozes  from  the  surface,  as  in  eczema.  If  it  be  more 
rapid,  the  epidermis  is  raised  in  the  form  of  a  bleb. 
In  the  meantime  the  cells  of  the  rete  are  beina 
excited  to  greater  formative  activity.  They  divide 
and  subdivide,  but  no  longer  undergo  cornification. 
The  embryonic  corpuscles  thus  derived  mingle  with 
the  discharge  from  the  vessels.  The  epidermis 
becomes  soddened,  and  is  swept  away  by  the  outward 
current,  or  is  brushed  ofl'  by  the  slightest  friction. 
In  this  way  the  tips  of  the  papillse  become  exposed, 
and  the  ulcer  is  fully  formed.  The  papillte  themselves 
are  rendered  succulent  by  the  exudation  and  mucoid 
softening  of  their  constituent  elements.  This,  to- 
gether with  the  cellular  infiltration,  cau.ses  them  to 
lose  their  natural  histological  features.    They  are,  in 
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fact,  converted  into  granulation  tissue.  The  exuda- 
tion now  Hows  from  the  surface  in  the  form  of  -pus. 
The  extent  of  the  changes  in  the  subcutaneous  tissue 
varies  as  the  severity  of  the  inflammation. 

The  stages  of  an  ulcer — There  are  two  oppo- 
site processes  in  the  course  of  an  ulcer,  destruction 
and  repair.  These  pass  so  gradually  into  each  other 
that  it  is  difScult  to  say  where  one  ends  and  the 
other  begins.  But,  during  the  time  that  elapses 
from  the  commencement  to  the  close,  an  ulcer  may  be 
said  to  pass  through  three  stages:  (1)  spreading; 
(2)  stationary ;  (3)  healing.  These  are  sometimes 
erroneously  described  as  varieties  of  ulcers,  whereas 
they  really  refer  to  their  condition  at  a  given 
time. 

Spreading:  period.— This  is  well  exemplified  in 
a  soft  cliancre.  The  same  changes  that  led  to  the 
formation  of  the  ulcer  are  still  in  active  progress. 
The  marghi  is  surrounded  by  a  zone  of  hyperemia, 
is  more  or  less  swollen,  is  sharply  defined  and  steep, 
and,  if  the  ulceration  be  spreading  more  rapidly  in 
the  subcutaneous  tissue  than  in  the  skin,  it  is  under- 
mined. As  to  the  base,  there  will  probably  be  no  granu- 
lations in  the  floor  of  the  ulcer,  for  the  inflammatory 
neoplasia  is  destroyed  too  quickly  to  allow  of  its 
assuming  the  granular  form.  It  has  a  gray,  or 
yellowish-gray  appearance,  and  is  covered  with  pus 
and  the  debris  of  the  disintegrating  tissues.  The 
colour  is  due  to  fiitty  matter  and  softened  blood- 
clot,  for  thrombosis  jjrecedes  the  loss  of  vitality  and 
subsequent  dissolution ;  and  this  is  the  reason  why 
hfemorrliage  is  not  more  common.  If  the  ulceration 
be  very  active,  the  cellular  tissue  is  d(>stroyed  before 
the  more  resisting  structures,  such  as  vessels  and 
nerves,  liave  liad  time  to  melt  away  into  mole- 
cular debris.  Tlie  base  then  appears  somcwluit  floc- 
culent  and  the  margin  fringed ;  in  fact,  gangrene  is 
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added  to  true  ulceration.  There  is  usually  consider- 
able jjain  in  the  part. 

Stationary  period. — This  is  best  observed  in 
chronic  varicose  ulcers  of  the  leg,  whose  margins  are 
indurated  by  condensation  of  the  exudation.  This 
always  takes  place  when  the  healing  is  long  deferred. 
The  margin  is  usually  thickened  and  rounded.  It  is 
rarely  so  precipitous  or  undermined  as  when  the 
ulcer  is  spreading,  nor  is  the  surrounding  inflammatory 
redness  so  marked.  The  hase,  consists  of  small,  un- 
healthy, or  pale  exuberant  granulations.  The  dis- 
charge is  subject  to  much  variation  as  to  character 
and  amount ;  at  times  it  is  scanty  and  highly  fibrinous, 
and  coagulates  on  the  surface ;  or,  again,  it  is  thin 
and  serous  ;  or  these  conditions  may  alternate. 

The  causes  of  ulcers  beivg  stationary  are  (1) 
obstruction  to  the  return  of  blood;  e.^., 'where  the 
veins  are  varicosed  (the  granulations  are  then  often 
large  and  cedematous) ;  (2^  continued  slight  irritation, 
as  in  an  issue ;  (.3)  fixation  of  the  margin  to  some 
rigid  underlying  structure,  which  prevents  cicatrisa- 
tion, as  in  ulcers  over  the  malleoli  and  crest  of  the 
tibia,  and  over  tendons  where  there  is  movement  in 
addition. 

Ilealin^pcriocl. — Under  ordinary  circumstances, 
when  the  source  of  irritation  has  been  removed  the 
ulcer  begins  to  heal.  In  the  first  place,  the  inflamma- 
tion tends  to  resolution,  the  blood-vessels  contract, 
there  is  less  exudation  from  the  surface  of  the  sore' 
and  that  efiused  into  tlie  interstices  of  the  tissues  is 
re-absorbed.  The  margin  is  Mv]j  on  a  level  with,  or 
slopes  towards,  the  base.  Two  zones  may  be  dis- 
tmguished ;  an  outer,  where  the  epidermis  is  heaped- 
up,  opaque,  white,  and  soddened  ;  and  an  inner,  more 
transparent,  whore  tlie  epithelial  cells  are  only  one  or 
two  de«p,  on  the  surface  of  the  granulation  tissue 
it  has  a  lamtly  glistening  purplish  hue.    There  is  a 
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gradual  transition  from  one  zone  to  the  other.  The 
base  is  made  up  of  bright  florid  granulations  dis- 
chai'ging  healthy  pus. 

Histologry  of  the  ^anulatioiis. — The  granu- 
lations consist  of  migratory  leucocytes  held  together 
by  a  scanty  fibrinous  intercellular  substance.  The 
deeper  cells  have  greater  cohesion  than  the  more 
superficial  ones.  Those  immediately  on  the  surface 
are  floated  oft"  by  the  fluid  that  bathes  it,  and  are  then 
known  as  pus  corpuscles.  Capillary  blood-vessels 
traverse  the  cellular  mass.  They  form  overarching 
loops  with  the  convexity  towards  the  surface.  This 
arrangement  is  based  upon  the  plan  laid  down  in 
healthy  skin  and  mucous  membrane.  It  becomes  more 
marked  in  the  granulations  of  an  ulcer,  on  account  of 
the  pressure  of  the  outflowing  stream  of  exudation  and 
the  diminished  resistance  of  the  softened  tissues. 
Granulations  contain  no  lymphatics,  and  probably  no 
nerves  of  new  formation. 

Cicatrisation  of  an  ulcer. — This  is  quite  as 
essential  to  the  healing  as  is  the  precodent  growth 
of  granulations.  Many  of  the  cells  undergo  fatty 
degeneration,  and  are  absorbed;  some  probably  return 
to  the  blood-vessels  by  their  amoeboid  movements;  the 
remainder  develop  into  fixed  connective  tissue  cor- 
puscles. As  the  inflammation  subsides  the  deeper  cells 
elongate  and  become  fusiform,  and  the  intercellular 
substance  increases  and  fibrillates.  This  highly  vascular 
and  corpuscular  connective  tissue  at  length  contracts, 
and  in  so  doing  obliterates  many  of  the  vessels  ;  nor 
does  it  stop  until  the  scar  is  denser  and  whiter  than 
the  normal  tissue  around.  Several  months  ehq^se  ere 
the  process  is  completed.  As  the  ulcer  heals  the 
epithelial  cells  grow  inward  over  the  granulations, 
which  at  tlie  margin  cease  to  secrete  pus.  Eventually 
the  entire  surface  is  "skinned  over."  During  tliis 
time  the  contraction  may  be  so  great  as  to  cause 
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serious  deformity,  especially  where  wide  tracts  of  skin 
have  been  destroyed,  as  in  extensive  burns.  The  chin 
may  be  drawn  down  and  fixed  to  the  sternum. 
Ectropion  or  eversion  of  the  eyelid  often  follows  the 
cicatrisation  of  an  ulcer  of  the  face.  In  annular  ulcer 
of  the  leg,  there  being  no  skin  to  glide  in  the  circum- 
ference of  the  limb,  the  effect  of  contraction  in  this 
direction  is  to  keep  up  continued  irritation  of  the 
granulation  tissue,  hence  this  form  of  ulcer  rarely  heals 

Reproduction  of  cpitlicliiim  As  the  ulcer 

heals  the  epithelium  grows  over  the  granulations. 
The  cells  are  chieBy  de)ived  from  segmentation  of 
those  at  the  margin,  but  it  is  possible  that  some  are 
furnished  by  the  granulations.  Now  and  then  islets 
sprmg  up  at  a  distance  from  the  marginal  zone  of 
epithelium  ;  in  these  cases  the  cells  of  the  rete  must 
have  escaped  destruction  by  the  ulceration,  for  there 
is  nothing  to  show  that  they  arise  spontaneously  from 
the  granulations  excejit  under  the  immediate  influence 
ot  pre-existmg  epithelium. 

Keverdin's  skin  srafting—All  that  is  neces- 
sary IS  to  transplant  snippings  from  the  deep  proto- 
plasmic cells  of  thereto  to  the  healthy  granulations, 
and  to  fix  and  protect  them  there.  This,  by  furnishinc^ 
resh  centres  of  cicatrisation,  greatly  hastens  the 
healing,  and  by  so  doing  lessens  the  after  contraction. 

S^utmsXf  ^^^^'^^  ^'^^^  ^  '^y^' 

IV«mcncIature.-The  ordinary  features  of  an 
ulcer  may  be  so  modified  as  to  give  lo  the  conditL  a 
pecial  appellation.     This  may  arise  from  a  locn! 

r^U^t'"  i  s-ecJusS 
Svmm«.n..     "T"'  '^^^  time. 

r    \  ^^-e  tl^ose  that  point  to  a 

enirhpUn  '^P^'i^i^'  lupus 

epithelioma,  venous  varicosity,  etc.     In  describing 
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ulcers  it  is  usual  to  direct  attention  to  the  granulations 
that  do  or  should  form  the  base,  the  edge,  the  tissues 
around,  including  the  vessels  that  supply  and  return 
the  blood,  and  lastly  the  discharge.  The  particular 
designation  of  an  ulcer  is  drawn  from  the  state  of  the 
part  that  shows  the  widest  departure  from  the  normal; 
hence  we  speak  of  "  diseases  of  the  granulations,"  of 
an  "  undermined "  or  "  indurated  margin,"  and  so 
forth.  But  observation  that  is  limited  to  any  one  of 
these  is  too  exclusive,  for  it  cannot  be  said  that  an 
ulcer  is  healthy  as  regards  the  edge,  and  not  so  in 
respect  to  the  base ;  the  whole  should  be  passed  in 
review. 

l-ocality  of  lalcers. — There  are  three  factors 
that  determine  this  :  (1)  Exposure  to  injury,  whether 
it  be  from  direct  violence  or  continued  irritation  ;  (2) 
the  local  effect  of  a  materies  morbi,  either  at  the  seat 
of  inoculation,  or  in  some  remote  part,  or  both ;  thus 
syphilis  leads  to  primary,  secondary,  and  tertiary 
ulcei-ation.  Typhoid  fever  attacks  the  intestine,  and 
sometimes  the  throat;  scarlet  fever  and  diphtheria 
the  throat;  and  small-pox  the  skin;  (3)  inlierent  or 
acquired  wealaiess  of  certain  tissues,  or,  as  it  is 
termed,  the  liability  or  predisposition  to  this  or  that 
form  of  ulceration ;  e.g.,  lupus  is  very  prone  to  occur 
in  the  face,  and  tubercular  disease  in  the  small 
mtestine.  Varicose  ulcers  are  practically  confined  to 
the  lower  extremities. 

Bearing  these  facts  in  mind,  we  liave,  apart  from 
tlie  characters  of  the  ulcer,  a  valuable  aid  to  regional 
diagnosis;  thus  the  majority  of  ulcers  of  the  leg  are 
either  varicose,  traumatic,  or  syphilitic.  The  widely 
destructive  ulcers  of  the  face  are  due  to  lupus,  syphilis 
rodent  ulcer,  and  epithelioma.  In  the  mouth  and 
rectum  malignant  disease,  syphilis,  and  local  irritation 
take  the  lead.  In  tlie  small  intestine  typhoid  fever 
and  tuberculosis  head  tlie  list.    In  tlie  case  of  the 
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fenis  the  inquiry  is  veiy  limited  after  excluding 
chancres,  herpes,  and  epithelioma. 

Again,  in  the  leg  most  ulcers  begin  on  the  front 
aspect,  and  this  is  notably  the  case  in  the  traumatic 
and  varicose  varieties.  Varicose  ulcers  are  nearly 
always  found  in  the  lower  third;  syphilitic  fre- 
quently about  the  knee ;  whilst  strumous  are 
more  confined  to  the  skin  over  the  epiphyses  and 
about  the  foot,  since  these  parts  are  very  subject  to 
caries. 

Diseases  of  tlie  gi-anulatioiis  1.  Croupous; 

2.  Fungous;  3.  Haimorrhagic ;  4.  Diphtheritic. 

1.  Croupous  disease.— The  only  way  in  which 
the  condition  resembles  croup  is  in  the  existence 
of  a  rind  covering  the  base  of  the  ulcer.  This  may  be 
likened  to  a  false  membrane,  for  it  can  be  peeled  off 
with  the  forceps.  Its  presence  is  compatible  with 
good  general  health,  and  it  is  not  contagious.  It  has 
a  bright  yellow  or  grayish  yellow  colour.  Under  the 
microscope  it  is  seen  to  be  composed  of  indifferent  cells 
hrmly  held  together  by  a  highly  fibrinous  material, 
i he  formation  of  this  probably  depends  upon  a  purely 
local  cause.  There  is  an  alteration  in  the  nutrition  of 
the  granulations,  but  whether  the  result  of  this  is  a 
degenerative  change  in  tlie  cells  themselves,  or  a 
modihed  exudation  of  liquor  sanguinis,  is  uncertain. 
We  know  that  it  can  be  artiiicially  produced  by  the 
repeated  app hcation  of  a  sharp  irritant,  such  as 
blistering  fluid,  and  that  after  a  time  it  will  disappear 
of  Itself  I  he  actual  cause  of  its  spontaneous  origin  is 
to  be  sought  perhaps  in  the  ].ropeities  of  tlie  chemical 
products  of  decomposition  of  the  exudation  that 
escapes  from  the  vessels  of  the  granulations.  The 
rational  treatment  of  the  ulcer  is  to  remove  all  sources 

acting  the  effects  of  unhealthy  discharges  by  the  use 
of  detergent  dressings.    The  fibrinous  rind  I  quicS,? 
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reformed,  hence  its  simple  removal  will  not  suffice  for 
a  cure. 

_  2.  Fung-ous  disease.— There  are  two  forms  of 
this,  the  one  depending  upon  an  interference  with  the 
return  of  blood  from  the  part  where  it  may  be  con- 
sidered much  after  the  nature  of  a  local  oedema ;  the 
other  ujwn  excessive  formative  activity  and  defec- 
tive organising  power  of  the  granulations,  kept  up  by 
continued  slight  irritation.  Very  often  both  causes 
work  together. 

The  granulations  are  large,  pale,  and  gelatinous, 
and  secrete  a  thin  muco-purulent  matter.  They  may 
be  so  exuberant  as  to  rise  for  some  distance  above  the 
level  of  the  margin  of  the  ulcer,  and  even  to  overlap 
it.  They  have  but  little  tendency  to  recede  of  them- 
selves, and  this  is  notably  the  case  when  the  veins  of 
the  part  are  dilated  and  varicosed,  and  the  margin  of 
the  ulcer  indurated.  Besides  the  excess  of  watery 
exudation,  there  is  softening  of  the  granulations  from 
mucoid  degeneration ;  this  is  shown  by  the  nature  of 
the  discharge.  The  treatment  consists  in  removing  all 
obstacles  to  the  return  of  blood  from  the  ulcer,  by 
attention  to  position,  and  artificial  support  of  the  veins, 
and  in  applying  pressure  directly  to  the  granulations ; 
this  relieves  the  fulness  of  the  capillaries,  and  by 
making  the  extravascular  greater  than  the  intravascu- 
lar tension,  tends  to  reverse  tlie  osmotic  current,  or,  in 
more  familiar  but  less  explicit  terms,  favours  absorp- 
tion. The  cells  of  the  granulations,  robbed  too  of  a 
part  of  their  blood  supply,  undergo  fatty  degeneration 
prior  to  removal.  Healing  may  be  hastened  by  de- 
stroying the  superficial  granulations  by  an  escharotic. 
Stimulant  applications,  as  we  liave  seen,  promote  a  more 
fibrinous  or  plastic  exudation,  and  this  gives  better 
support  to  the  vessels.  Astringents  act  both  as  irri- 
tants and  desiccants;  tliey  diminish  tlic  calibre  of  the 
granulation  capillaries  more  by  extracting  water  than 
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by  increasing  the  functional  contractility  of  the  walis 
of  the  vessels. 

3.  Hsemorrhagtc  condition  oftlie  gi-amila- 

tions—This  may  be  solely  due  to  the  tension  on  the 
venous  side  of  the  capillaries  being  so  great  as  to  burst 
the  delicate  walls  of  the  latter,  as  when  the  veins  of 
the  leg  are  dilated  and  varicosed,  or  the  veinlets 
returnmg  from  the  ulcer  are  compressed  by  its  callous 
indurated  walls,  and  perhaps  thrombosed  as  well  On 
the  other  hand,  the  capillaries  may  be  unable  to  with- 
stand  the  normal  pressure,  owing  to  a  primitive  weak- 
ness m  construction  or  fatty  degeneration  of  their 
walls. 

Then  there  are  some  ulcers  that  are  essentially 
hc^morrhagic,  ^g.,  those  due  to  malignant  disease 
scurvy,  etc.  The_  result  of  haemorrhage  is  to  dela^ 
the  healuig,  especially  when  it  occurs  in  the  depths 
ot  the  granulations,  as  well  as  on  the  surface  for 
•  IrTohir  destroyed  by  rupture,  but  ^ome 

bLd  ^      compression  of  the  extravasated 

evPn^l''*''''''^'  ""i"™/  *^^^g^a^"l'itions  readily  bleed  ; 
even  the  removal  of  external  support  involved  in 
changing  the  dressings,  or  the  mei ^-ndent  pos Ln 
of  the  part,  may  be  sufficient  to  effect  this 

4.  Diphtheria  of  the  gi  anuIations.-This 
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"  diplitlieria  of  wounds,"  as  commonly  employed,  is 
used  to  describe  in  general  terms  the  local  appearances 
that  closely  resemble  those  following  true  diphtheritic 
infection,  without  the  expressed  or  implied  belief  that 
in  all  cases  such  infection  has  really  happened  It 
would  certainly  be  better  to  restrict  the  application  to 
the  specific  disease,  diphtheria,  but  long  usage  stands 
in  the  way  of  this.  The  difficulty  in  arriving  at  a 
satisfactory  nomenclature  lies  in  the  fact  that  many 
organisms  possess  the  property  of  causing  similar  local 
manifestations,  although  each  one  difiers  from  the  rest 
in  its  real  nature.  Some  pathologists  consider  the 
disease  in  question  as  identical  with  hospital  gangrene. 
Billroth,  whilst  admitting  a  resemblance  between  the 
two  affections,  says  they  are  quite  distinct  from  one 
another,  and  expresses  the  belief  that  each  one  is 
dependent  upon  a  specific  poison.  This  coincides  with 
our  own  views.  Diphtheria,  when  it  attacks  an  ulcer, 
gives  rise  to  excessive  fibrinous  exudation,  that  infil- 
trates the  granulations,  and  forms  a  thick  rind  on  the 
surface.  The  vessels  of  the  granulations  become 
thrombosed,  and  this  aids  in  the  molecular  disintegra- 
tion. The  tissues  around  show  infiammatory  hyper- 
semia,  and  are  in  their  turn  destroyed. 
Other  conditions  of  an  ulcer  : 

1.  Inflamed  ulcer. — The  usual  signs  of  inflam- 
mation are  seen  in  the  skin  around,  and  in  addition 
there  is  often  some  catarrhal  exudation,  and  occasion- 
ally a  number  of  small  acute  eczematous  ulcers.  All 
this  will  depend  upon  the  severity  and  duration  of  the 
inflammation.  If  the  ulcer  has  been  previously 
healing,  the  process  is  arrested,  and  the  marginal  zone 
of  newly  formed  epithelium  is  destroyed.  Tlie  granu- 
lations lose  their  florid  hue  and  change  to  ashen  gray. 
The  superficial  layer  at  least  is  destroyed,  for  the  cir- 
culation in  the  delicate  capillary  loops  is  quickly 
arrested.    After  this  the  surface  of  the  ulcer  is  more 
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or  less  smooth,  and  covered  -with  pus  and  the  debris 
of  broken-down  granulations.  There  are  great  pain 
and  tenderness.  Should  the  inflammation  continue, 
the  ulcer  spreads. 

2.  Irritable  ulcer.— An  inflamed  ulcer  is  neces- 
sarily an  irritable  one,  but  the  burning  pain  may  be 
out  of  proportion  to  any  visible  cause.  It  is  in  some 
way  due  to  the  state  of  the  nerves  supplying  the  part, 
and  is  not  always  co-extensive  with  the  ulcerated  sur- 
face, but  may  be  limited  to  a  particular  part  corre- 
sponding to  the  known  distribution  of  a  nerve.  By 
some  it  is  supposed  that  the  nerve-fibres  are  exposed 
in  the  floor  of  the  ulcer.  Billroth  suggests  that  they 
may  undergo  bulbous  enlargement,  like  the  nerve- 
trunks  involved  in  the  cicatrix  of  an  amputation 
stump ;  but  this  is  mere  surmise.  It  seems  to  us  that 
the  nerve-fibres  are  subject  to  irritation  in  one  of  two 
ways  :  either  chemically  by  the  discharge,  or  physi- 
cally by  beuig  stretched  in  the  base  or  margin  of  the 
ulcer.  Tlie  latter  is  moi-e  probable,  since  it  accords 
with  the  fact  that  the  pain  is  some-times  limited  to  a 
certain  area.  There  is  usually  evidence  of  slight  in- 
flammation. The  granulations  are  very  small,  and 
the  secretion  scanty.  Whilst  this  condition  lasts  re- 
pair is  at  a  standstill.  It  is  noteworthy  that  circum- 
cision of  the  ulcer,  or  subcutaneous  division  of  the 
afl'ected  nerve,  may  at  once  remove  the  pain,  and  with 
it  the  cause  that  prevents  healing  (Hilton). 

3.  Callous  ulcer — This  is  as  much  the  conse- 
quence as  the  cause  of  delay  in  healing.  It  is  mostlv 
seen  in  varicose  ulcers  of  the  leg.  The  return  of 
blood  is  prevented  by  the  over-full  veins,  and  the  result 
is  that  the  granulations  are  deprived  of  their  proper 
supply  of  arterial  blood,  and  the  tension  in  them  is 
increased.  Moreover,  as  these  ulcers  are  situated  in 
the  front  of  the  leg,  they  are  liable  to  friction ;  and  as 
but  little  areolar  tissue  intervenes  between  the  base 
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and  margin  of  the  ulcer  and  the  underlying  bone, 
adhesion  takes  jjlace,  and  this  prevents  cicatrisation. 
The  margin  of  the  ulcer  is  thick  and  indurated,  almost 
cartilaginous  in  consistence.  It  may  be  more  than 
an  eighth  of  an  inch  deep.  It  usually  forms  a  steep 
declivity;  it  is  rarely  undermined.  Microscopical 
sections  of  the  Avails  show  a  coarsely  fibrillated  or 
homogeneous  substance,  in  which  leucocytes  are  im- 
bedded. The  number  of  the  latter  A'aries  inversely 
as  the  induration.  The  gi-anulations  at  the  base  are 
unhealthy;  they  may  be  large  and  oedematous,  or 
almost  wanting.  The  papillfe  of  the  surrounding  skLu 
are  hypertrophied ;  they  may  be  hidden  by  the 
exudation,  or  give  a  warty  appearance  to  the  surface. 
The  skin  itself  is  congested,  and  often  deeply  pigmented. 
Symftomatic  tdcers. 

1.  Varicose  ulcers. — No  other  variety  passes 
through  so  many  phases  of  the  ulcerative  process. 
They  are  of  gi'eat  interest  on  account  of  their  fre- 
quency, and  the  difficulty  that  attends  their  cui'e. 
We  class  them  with  the  symptomatic  ulcers,  since 
blieir  origin  or  extension  depends  upon  a  diseased 
state  of  the  veins.  They  are  almost  confined  to  the 
lower  extremity,  for  in  this  part  vai-ix  of  the  cutaneous 
veins  reaches  its  highest  development ;  and  besides 
this,  the  leg  is  much  exposed  to  injury,  the  skin  is  in 
close  jDroximity  to  the  bone,  and  therefore  liable  to 
become  adherent  to  it,  and  the  force  of  gravity  adds 
to  the  difficulty  of  the  venous  circulation. 

Mode  of  origin. — Varicose  ulcers  begin  in  one 
of  four  ways  : — 

(1)  By  rupture  of  the  attenuated  walls  of  a  dilated 
fein. 

(2)  By  thrombosis  of  a  cutaneous  vein  and  its 
cai^illary  tributaries. 

Now  there  is  but  little  vascular  communication 
between  contiguous  capillary  areas  of  the  skin,  and 
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consequently  the  part,  cut  off  from  its  direct  supply, 
dies,  and  is  cast  off  as  a  slough,  or  it  undergoes  mole- 
cular softening.  In  either  case  a  circular  or  oval 
ulcer  is  left. 

(3)  By  an  abrasion. 

(4)  By  the  gradual  transition  of  eczema  to  ulceration. 
The  inflammation  for  a  time  causes  only  a  catai-rhal 

exudation,  but  sooner  or  later  the  true  skin  is  exposed 
by  the  destruction  of  the  rete. 

If  on  the  first  appearance  of  a  varicose  ulcer  it  be 
kept  clean  and  protected  from  injury,  and  the  pressure 
in  the  veins  be  lessened  by  raising  the  limb,  it  will 
readily  heal.  On  the  other  hand,  the  deleterious  effect 
of  decomposing  discharge,  the  continual  fretting,  and 
the  congested  state  of  the  ulcer  and  skin  around, 
increase  and  perpetuate  the  impairment  of  nutrition. 
The  venous  distension  is  the  chief  cause  of  oedema  of 
the  gi-anulations,  of  rupture  of  capillaries,  and  pig- 
mentation of  the  skin.  It  also  explains  the  failure  at 
cicatrisation,  for  whilst  it  prevents  healthy  granulation, 
it  gives  time  for  the  lymph  effused  into  the  base  and 
edge  of  the  ulcer  to  become  indurated,  and  so  to  act  as 
a  secondary  barrier  to  the  circulation. 

The  inflammation  that  extends  for  some  distance 
beyond  the  ulcer  causes  eczema  of  the  skin. 

Apart  from  the  general  treatment  applicable  to 
any  ulcer,  the  special  indication  is  to  support  the 
vessels  by  pressure  and  position,  and  thus  remove  the 
prime  cause  of  the  ulcer  spreading  or  remaining 
stationary.  ° 

Of  the  remaining  symptomatic  ulcers,  some  are 
due  to  diatlietic  states,  and  others  to  specific  poisons. 
In  the  former  group  are  placed  malignant,  lupous 
and   scrofulous   ulcers;    in   the    latter,  syphilitic' 
typhoid,  etc.  ' 

2  IWaligrnant  ulcers.  _(«  Encephaloid. 
scirrhous,  and  epithelial  cancer,  and  rodent  ulcer.) 
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3.  IrHpous  uicei-s. — (rae  Lupus.) 

4.  §crortilous  ulcers. — There  are  three  ways 
in  which  scrofula  is  connected  with  ulceration  :  (1)  It 
may  determine  and  modify  ulceration  of  the  skin 
aifected  with  lupus  {vide  Lupus)  ;  (2)  it  may  cause 
it  tlirough  the  medium  of  suppuration  in  lymphatic 
glands,  bone,  etc.  ;  (3)  it  may  cause  it  directly,  without 
any  other  predisposing  cause,  or  the  previous  existence 
of  disease  of  another  jiai-t. 

Sinuses,  resulting  from  caries  of  bone,  open  on  the 
surface  by  apertures,  which  appear  closed  by  the 
granulations.  The  latter  in  some  cases  are  fungous, 
and  the  mass  everted ;  but  quite  as  often  they  are 
small  and  pale.  In  the  latter  case  the  ulceration 
sometimes  spreads  to  a  considerable  distance,  and  has 
all  the  characters  of  a  strumous  sore.  The  same  may 
be  said  of  the  undermined  ulcers  of  the  neck  and 
other  parts  where  lymphatic  glands  have  suppurated. 
Not  uncommonly  the  inflammation  first  shows 
itself  as  an  eczema ;  but  as  a  rule  a  small  abscess, 
which  forms  in  the  subcutaneous  tissue,  ojiens  and 
leaves  an  ulcer  with  undermined  edges.  This  is  veiy 
frequent  over  bony  prominences,  and  other  parts 
liable  to  friction. 

Strumous  ulcers  are  very  chronic.  The  base  is 
smooth  and  dry,  or  bathed  with  an  ichorous  pus  secreted 
by  small  unhealthy  granulations.  The  edges  are  thin, 
and  often  widely  undermined.  The  skin  aroimd  is  of 
a  dull  purple  colour,  from  congestion.  A  probe  may 
sometimes  be  passed  for  several  inches  beneath  it. 
These  ulcers  occasionally  spread  over  a  wide  surface, 
and  when  they  heal  leave  unstable  scara  When 
situated  over  bones  and  tendons  (e.f/.,  about  the  mal- 
leoli), their  bases  become  adherent  to  the  parts  be- 
neath, and  are  much  exposed  to  irritation  from 
movement  and  friction.  Healing  may  be  indefinitely 
delayed  in  such  cases,  and  when  it  does  take  place 
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the  part  is  coarsely  granular  from  hypertropliied 
papillEe.    This  is  known  as  a  "  warty  cicatrix." 

Specific  syms>tomaSic  ulcers. — Specific  ulcers 
are  caused  by  the  action  of  a  virus  conveyed  by  con- 
tagion or  infection.  They  include  syphilis  and  the 
acute  specifics,  typhoid,  etc. 

Syphilitic  ulcers. — These  may  be  divided  into 
primary,  secondary,  and  tertiary.  The  primary  sores 
or  chancres  are  of  two  kinds,  infective  and  non- 
infective,  indurated  and  soft.*  The  latter  terms  are 
misleading  in  practice,  for  a  soft  sore  may  harden  by 
local  irritation  or  specific  induration.  A  hard  sore 
can  be  made  to  suppurate  and  spread  by  the  irritation 
of  decomposing  discharges  or  artificial  stimulation. 

Non-infective  chancres  are  often  multiple,  it 
may  be  from  the  first,  or  from  auto-inoculation.  They 
form  quickly.  A  pustule  bursts  and  leaves  a  small 
painful  ulcer,  with  sharply  cut  edge  and  purulent 
base.  For  a  time  it  spreads,  bvit  if  left  to  itself  runs 
a  course  of  about  six  weeks.  The  virus  contained  in 
the  secretion  is  highly  irritative.  Conveyed  by  the 
lymphatics  to  the  next  set  of  glands,  it  excites  acute 
infiammation,  which  is  likely  to  end  in  suppuration  in 
the  form  of  lymphatic  or  peri-lymphatic  abscess.  "From 
general  and  local  neglect  these  chancres  occasionally 
spread  extensively,  and  are  then  termed  phagedrenic. 

Infeclivc  chancre— A.  typical  hard  sore  shows 
only  an  abrasion  or  fissure.  The  induration  is  very 
marked  and  circumscribed.  A  thin  ichorous  discharge 
exudes  from  the  surface.  It  contains  large  clear  cells 
with  two  or  more  nuclei,  whicli  some  pathologists 
consider  characteristic.  We  cannot  confirm  this  view. 
The  induration  of  the  base  of  the  ulcer  is  a  sign  of 
constitutional  infection,  and  appears  from  seven  days  to 
*  It  should  be  clearly  understood  tliat  the  terms  "infective" 
and  non-infcctive"  are  here  used  to  indicate  respectively  the 
presence  or  absence  of  constitutional  effects.  Both  hard  and  soft 
chancres  arc  locally  infective. 
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seven  weeks  after  inoculation  (Lee).  There  are  indu- 
ration and  moderate  enlargement  of  the  nearest  group 
of  lymphatic  glands,  but  not,  as  a  rale,  suppuration. 

Between  characteristic  hard  and  soft  sores  there  is 
every  gradation. 

Secon«lary  syphilitic  ulcers  These  include 

ulcerated  mucous  tubercles  and  other  superficial  ulcers. 
Mucous  tubercles  denuded  of  epithelium  are  typical 
specimens-  of  fungous  ulcers.  They  are  met  with  at  the 
junction  of  skin  with  mucous  membrane,  especially 
about  the  vulva  and  anus.  They  are  also  found  on  the 
mucous  membranes  of  the  mouth,  pharynx,  and  larynx; 
and  on  the  skin,  e.g.  in  the  flexure  of  the  groin,  in 
those  parts,  in  fact,  where  friction,  moisture,  and  acrid 
discharge  cause  irritation.  They  are  sessile  masses  of 
granulations  which  secrete  a  glairy  muco-pus.  They 
differ  from  piles  (1)  in  encroaching  more  upon  the  skin, 
(2)  in  their  being  pink,  and  not  bluish  in  colour,  (3)  in 
being  flatter.  The  mistake  most  likely  to  be  made  is 
that  of  confounding  mucous  tubercles,  seated  on  ex- 
ternal piles,  with  simple  ulceration  of  the  latter.  Mu- 
cous tubercles,  or  condylomata,  are  distinguished  from 
warts  in  that  the  former  have  the  overgrowi  papillnj 
fused  together  by  swelling  of  the  intervening  tissues, 
whilst  in  warts  the  pai^illiB  are  free. 

The  secondary  ulcers  of  the  throat  and 
mouth  are  met  with  chiefly  on  the  tongue,  soft  palate, 
and  tonsils.  They  appear  at  first  as  milky-white 
patches  of  epithelium  soddeiied  by  exudation.  On 
removal  of  the  epithelium,  superficial  ulcers  are  left. 
These  are  oval  or  roundish  in  outline.  They  tend  to 
get  well  of  themselves,  and  are  symmetrical. 

Tertiary  syphilitic  ulcers  comuicnce  by  the 
breaking  down  of  gummata,  when  they  are  dee])  and 
their  edges  undermined;  or  by  a  more  superficial 
lesion  of  the  skin  and  mucous  membranes.  They  are 
less  synunetrical  than  the  early  secondary  ulcers,  and 


Chap.  III.] 


Ulcer  A  tion. 


43 


ai-e  less  likely  to  undergo  complete  spontaneous  cure. 
They  spread  in  a  serpiginous  manner,  extending  at 
the  margin,  whilst  they  heal  in  the  centre,  so  that 
wide  cicatrices  are  bordered  by  bands  of  ulceration. 

Hutchinson  says  that  "syphilis  is  the  parent  of 
all  phagedjena."  To  this  we  cannot  entirely  subsciibe, 
believing,  as  we  do,  that  there  are  other  causes  that 
may  produce  it  in  wounds  exposed  to  bad  hygienic 
conditions.  Phagedfena  is  a  true  ulceration.  The 
tissues  bounding  the  ulcer  rapidly  melt  away  as  the 
ulcer  spreads  ;  hence  it  is  chiefly  to  the  margin  that 
one's  attention  is  directed. 

A  slou^Iiing-  ulcer  is  a  combination  of  ulceration 
and  gangrene.  Visible  portions  of  tissue  die,  and 
remain  attached  for  some  time  to  the  base  of  the 
ulcer,  and  their  histological  characters  can  still  be 
recognised.    {Tide  Gangrene.) 

Primary  syphilitic  sores  are  occasionally  phage- 
dsenic,  both  at  the  point  of  inoculation  and  as  a  sequel 
of  lymphatic  bubo.  They  destroy  the  tissues  widely 
and  deeply,  including  vessels  such  as  the  arteria  dorsalia 
penis,  and  the  large  arteries  and  veins  in  the  groin. 

Tertiary  phagedsenic  ulceration  attacks  the  skin, 
throat,  nose,  and  rectum.  We  have  seen  it  spread 
over  the  greater  part  of  the  face  and  eat  away  the 
external  ear.  In  the  throat  and  rectum  it  may  give 
rise  to  dangerous  haemorrhage. 

Typhoid  ulcers  afford  a  good  example  of  ex- 
tensive lesion,  with  but  little  cicatricial  contraction. 
This  is  due  to  the  rapidity  with  which  the  morbid 
process  subsides.  They  contrast  strongly  with  tuber- 
cular ulcers  of  the  intestine,  which  are  very  chronic, 
and  give  rise  to  a  puckering  and  narrowing  of  the  gut. 
Typhoid  ulcers  lie  rn  the  axis  of  the  bowel,  tubercular 
athwart  it,  the  former  affecting  Peyer's  patches  and 
the  solitary  glands,  the  latter  following  the  course  of 
the  blood-vessels. 


44  Surgical  Pathology.         [chap.  iv. 

Typhoid  ulcers  are  sharply  defined,  and  their 
margin  is  often  shreddy  and  undermined.  Tubercular 
ulcers  have  an  indurated  base  and  edge. 


CHAPTER  IV. 

GANGRENE. 

Gangrene,  or  death  of  a  visible  portion  of  tissue, 
ensues  whenever  the  circulation  is  arrested,  or  so  far 
impeded  that  the  vitality  cannot  be  maintained. 

The  dead  portion  is  termed  a  sphacelus,  or  slough, 
and,  in  the  case  of  bone,  a  sequestrum.  It  may 
depend  upon  one  primary  cause,  as  when  a  large 
artery  or  several  small  ones  are  blocked  by  fragments 
of  clot  detached  from  the  interior  of  an  aneurism. 
But  more  often  several  factors  are  combined  in  their 
action  ;  thus,  in  so-called  spontaneous  senile  gangrene, 
the  heart's  action,  perhaps,  is  weak  from  fatty  de- 
generation, the  large  arteries  roughened  by  athero- 
matous deposits,  the  medium  or  smaller-sized  ones  rigid 
and  irregular  from  calcification  of  the  middle  coat, 
the  capillaries  obstructed  by  the  pressure  of  some 
slight  accidental  inflammation,  whilst  the  circulation 
through  the  veins  may  be  impeded  by  varicosities,  or 
by  a  difiiculty  in  the  blood  traversing  the  pulmonary 
capillaries  from  bronchitis  and  emphysema. 

Dry  and  moist  gaiiffrciie. — The  terms  drij&wdi 
moist  as  applied  to  gangrene  are  only  relative,  serraig 
as  types  for  the  clinical  grouping  of  cases  which  vary 
within  considerably  wide  limits.  The  more  the  ob- 
struction is  on  the  arterial  side  of  circulation,  the 
di-ier  will  the  necrosed  tissue  become;  for  then,  whilst 
the  blood  enters  in  a  gradually-diminishing  stream, 
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the  continual  evaporation  desiccates  the  tissues  until 
the  skin  is  "  mummified,"  or  hard,  dry,  and  leathery ; 
on  the  other  hand,  if  the  arterial  sujiply  be  free,  but 
the  transit  through  the  veins  and  capillaries  be 
checked,  the  tissues  are  gorged  with  blood  and 
soddened  by  exudation. 

Seiiile  gangrene  sometimes  starts  from  diffuse 
thrombosis  of  the  tibial  arteries  and  their  branches. 
The  low  vitality  of  the  walls  of  the  vessels  favours 
coagulation  of  the  blood,  and  this  is  aided  by  the 
sluggishness  of  the  current  from  (1)  a  weak  propelling 
power,  (2)  the  resistance  due  to  increased  friction 
against  a  rough  surface,  and  (3)  loss  of  elasticity. 
The  coagTilation,  moreover,  closes  the  circuits  of 
collateral  supply,  and  so  the  tissues  are  starved  from 
want  of  sufficient  nourishment.  The  force  transmitted 
through  the  arteries  no  longer  reaching  the  veins, 
stagnation,  followed  by  clotting,  supervenes  in  them 
and  the  capillaries  ;  and  so  the  whole  vascular  area 
becomes  occluded.  Such  is  the  pathology  of  those 
cases  of  gangrene  extending  slowly  over  a  wide  tract 
of  tissue. 

In  many  cases  the  onset  is  accidental,  some  slight 
injury  caiising  inflammatory  thrombosis,  which  con- 
tinues to  spread  far  beyond  the  limits  of  the  original 
seat  of  irritation. 

The  arrest  of  the  gangrene  is  apt  to  occur  near  the 
joints,  whore  the  arterial  supply  is  freer  than  else- 
where, and  the  anastomoses  larger  and  more  numerous. 

Changes  in  the  dead  tissues. — Evaporation 
goes  on  after  the  circulation  has  stopped,  and  so  a 
gradual  desiccation  reduces  the  part  to  a  dry  hard 
mass.  The  red  blood-corpuscles  break  up,  and  thus 
set  free  tlie  colouring  matter,  which  rapidly  diffuses 
itself,  and  becomes  reduced  in  the  general  disintegra- 
tion of  the  tissues,  so  that  it  appears  in  the  form  of 
black  granules  of  haimatin  ;  hence  the  dark  discolora- 
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tion,  which  is  increased  by  the  iron  of  the  blood 
combinmg  with  sulphur  derived  from  the  decomposi- 
tion of  albuminoid  bodies. 

The  leucocytes  undergo  fatty  degeneration,  but 
they  persist  much  longer  than  the  red  corpuscles. 
Adipose  tissue  discharges  its  fat,  which  takes  the  place 
of  the  water  lost  by  evaporation,  acts  as  a  preservative 
to  the  structures  it  infiltrates,  and  gives  the  trans- 
lucent appearance  on  section. 

The  structural  identity  of  the  tissues  is  maintained 
for  a  long  time,  cartilage,  tendons,  ligaments,  and 
muscles  especially  resisting  the  chemical  changes  that 
tend  to  obliterate  their  characteristic  features.  The 
medulla  of  bone  perishes  like  other  unstable  matter, 
but  the  osseous  framework  remains  intact.  The 
fibres  of  striped  muscle  become  dissociated,  and  split 
transversely  into  theii-  sarcous  elements  ;  pigment 
granules  are  seen  within  the  sarcolemma,  derived 
probably  from  the  colouring  matter  of  the  muscle. 
In  nerves,  the  white  substance  of  Schwann  breaks  up 
and  liquefies  ;  the  primate  sheaths  collapse  around  the 
axis  cylinders,  which  are  the  last  to  go.  The  endo- 
thelial cells  of  the  blood-vessels  quickly  disappear ; 
next  the  muscular  fibres  and  the  adventitiu  ;  and 
finally  the  elastic  coat.  Crystals  of  stearic  acid,  choles- 
terine,  etc.,  are  formed  by  the  decompositions  of  fat  set 
free  from  the  corpuscles  or  derived  from  metamor- 
phosis of  the  tissues. 

How  Hic  necrosed  part  is  g^ot  rid  of. — In 
the  living  tissue  on  the  confines  of  the  dead  a  layer 
of  highly  vascular  granulations  malces  its  appearance. 
It  is  seen  on  the  surface  as  a  red  line  of  demarcation. 
The  thrombi  in  the  vessels  and  the  products  of  de- 
composition of  the  dead  structures  act  as  irritants, 
and  set  ujJ  a  limited  infiammation  wliich  ends  abruptly 
next  the  gangrenous  part,  but  fades  away  into  the 
healthy  tissues. 
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The  softening  which  begins  in  this  stnicture  as  the 
consequence  of  serous  and  cellular  infilti'ation  is  con- 
tinued by  the  desfcructive  action  of  the  granulation 
tissue,  and  does  not  cease  until  the  solution  of  con- 
tinuity is  complete,  or,  in  other  words,  until  the  dead 
part  is  set  free  from  the  living. 

The  bones  and  muscles  are  less  liable  to  gangrene 
than  the  skin  and  subcutaneous  cellular  tissue,  for 
they  are  fed  more  directly  by  the  main  arteries  which 
lie  near  them.  The  threatened  stoppage  of  the 
circulation  is  checked  or  averted  by  the  high  blood- 
pressure  and  free  and  large  anastomoses.  This  is  the 
explanation  of  the  conical  or  "  sugar-loaf  "  stump  left 
after  the  necrosed  structures  have  been  thrown  off 
spontaneously. 

Moist  g-angrene — The  causes  of  moist  gangrene 
are  (1)  acute  inflammation;  (2)  obstruction  to 
the  venous  circulation,  as  when  a  large  vein  is 
wounded,  or  a  bandage  applied  too  tightly  ;  (3)  plug- 
ging of  an  artery  which  has  few  or  no  anastomoses, 
e.g.,  the  middle  cerebral.  The  result  is  a  venous  reflux, 
and  a  stagnation  in  the  area  of  distribution  of  the 
artery ;  (4)  localised  occlusion  of  the  main  artery  of 
a  hmb ;  as,  in  some  cases  of  ligature  for  the  cure  of 
aneurism,  the  blood  reaches  the  distal  portion  of  the 
hmb  by  smaller  vessels,  which,  being  rigid  from 
disease,  cannot  enlarge  in  time  to  set  up  a  sufficiently 
free  cn-culation,  the  obstruction  is  so  great  that  there 
IS  not  force  enough  to  drive  the  blood  through  the 
vems^  and  capillaries  ;  (5)  widespread  primary  capil- 
lary thrombosis,  as  in  cancrum  oris. 

A  good  example  of  moist  gangrene  from  inflam- 
mation IS  seen  m  phlegmonous  erysipelas,  in  which 
the  tension  13  so  great  that  the  capillary  circulation 
stops  from  pressure  without  and  thrombosis  within 
henco  the  sloughing  of  the  skin  and  cellular  tissue' 
ihe  effect  is  probably  heightened  by  the  action  of 
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living  organisms  which  intensify  the  irritation,  cause 
the  blood  to  coagulate,  and  favour  decomposition. 

Free  incisions  provide  a  drain  for  the  exudations, 
unload  the  engorged  vessels,  and  remove  the  resistanoi 
of  tense  fascial. 

Gangrene  of  the  internal  organs  is  necessarily- 
moist,  for  evaporation  cannot  talce  place.  If  at  the 
same  time  the  air  is  excluded,  as  in  large  infarctions 
of  the  spleen  and  brain,  progressive  molecular  soften- 
ing replaces  ordinary  putrefaction. 

When  the  dead  part  is  exposed  on  the  surface  of 
the  body,  or  in  the  respiratory  and  alimentaiy  tracts, 
there  is  decomposition  with  the  evolution  of  stinking 
gases.  In  moist  gangrene  (of  the  leg,  for  example) 
the  skin  is  cold,  and  purple  from  congestion  and 
stagnation ;  not  uniformly  so,  however,  for  there  are 
mottlings  from  dilatations  and  rupture  of  small  vessels, 
and  streaks  showing  the  course  of  the  superficial  veins. 
It  pits  on  pressure,  for  there  is  a  loss  of  elasticity, 
and  a  bogginess  from  serous  infiltration. 

Evaporation  does  not  sufiice  to  carry  off  all  the 
fluid  that  exudes ;  hence  the  epidermis  is  raised  in 
the  form  of  buUaj  which  contain  blood-stained  serum, 
and  later  on  the  gaseous  products  of  putrefaction. 
Soon  a  soft  emphysematous  crackling  can  be  felt,  due 
to  the  interstitial  Liberation  of  gases  too  copious  to  be 
held  in  solution.  The  discoloration  gets  more 
diffused,  for  the  blood-corpuscles  break  up  and  dis- 
charge their  jMgraent,  which  then  infiltrates  the  tissues. 
Again,  the  vessels  burst  from  softening  of  their  walls 
and  the  pressure  of  inflation.  Tlie  puqile  tint 
changes  to  green  and  black.  The  epidermis  peels  off 
in  soft  fiakes,  the  skin  and  cellular  tissue  melt  away, 
exposing  tendons  and  fasciae,  and  these,  dissolving,  leave 
the  bones  bare  and  discoloured.  The  sequence  of 
events  above  described  is  usually  broken  by  removal  of 
the  limb  or  by  the  patient's  death.  It  is  very  difficult, 
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often  impossible,  to  tell  where  the  gangrene  will 
stop,  or  whether  it  will  stop  cat  all  if  left  to  itself, 
especially  when  it  follows  progressive  thrombosis  of 
the  main  artery  and  vein,  or  infective  inflammation. 
Considering  the  danger  of  sejitic  intoxication  and 
infection,  and  the  uncertainty  of  spontaneous  arrest, 
it  is  better,  in  niost  cases,  to  operate  early  and  wide  of 
the  disease. 

Ilositital  g-aiigrene,  called  also  sloughing 
phagedfena,  is  a  disease  that  attacks  wounds.  The 
circumstances  known  as  "bad  hygienic  conditions," 
which  favour  the  origin  and  propagation  of  germs, 
conduce  likewise  to  the  development  of  this  formid- 
able disease.  Nor  does  this  view  conflict  with  the 
opmion  that  individual  predisposition  of  the  patient 
has  much  to  do  with  the  etiology ;  and  hence  it  can 
be  imderstood  why  a  man  already  broken  down  by 
privation,  by  long  exposure  to  unsanitary  influences 
or  exhausting  disease  (such  as  tertiary  syphilis)  should 
fall  a  prey  to  this  disease  sooner  than  one  in  the 
bloom  of  health. 

The  active  cause,  no  doubt,  is  some  virus  intro- 
duced from  without :  but  its  ravages  are  more  extensive 
and  fatal  when  it  meets  with  tissues  of  impaired 
vitality.  We  take  it,  then,  that  hospital  gancrrene 
IS  due  to  inoculation  of  a  wound,  old  or  recent  %vith 
an  organism  capable  of  causing  rapid  death  of  granu- 
lations, and  in  succession  all  the  structures  around 
and  beneath  them.  The  general  system  becomes 
nfected  partly  by  the  original  poison,  and  partly  by 
the  products  of  dismtegration  of  the  tissues.  Absorp- 
tion from_  the  wound  goes  on  unchecked,  for  there 
IS  no  barrier  of  gi-anulations  to  i>revent  it.  Althou<di 
JTv^lT  ^■^^^."^^l^^  diphtheria  of  wounds, 

flf:r   '         ««Pti03emia,  it  is  probably  distinct  fronl 
liem.      The  disease  is  sometimes  sporadic,  thoucdi 
not  uncommonly  it  is  epiden.ic.     It'  i.s  much  ram- 
E— 2 


Surgical  Pathology. 


[Chap.  IV, 


than  it  used  to  be,  for  the  circumstances  that 
conduce  to  its  development  have  been  to  a  great 
extent  done  away  with.  They  are  overcrowding  of 
wards  and  camps  with  patients  suffering  from  un- 
healthy wounds,  want  of  sufficient  means  to  cleanse 
such  Avounds,  bad  ventilation,  and  all  other  conditions 
that  make  up  "  hospitalism "  in  its  most  virulent 
form. 

Local  changes. — As  the  name,  sloughing  pha- 
gedsena  denotes,  there  is  gangrene,  with  true  ulcera- 
tion or  molecular  disintegration.  The  disease  is  said 
to  assume  two  forms,  the  "pulpy"  and  "ulcerative." 
This  probably  depends  upon  the  mode  and  rapidity 
of  destruction  of  the  tissues.  When  it  is  very  rapid, 
and  the  vessels  are  extensively  thrombosed,  consider- 
able portions  die  before  they  are  cast  off,  and,  whilst 
adherent,  they  form  soft  decomposing  sloughs.  If,  on 
the  other  hand,  the  margin  melts  away  as  the  disease 
extends,  we  have  the  ulcerative  form.  Between  the 
two  extremes  there  is  every  gradation. 

The  base  of  the  sore  is  either  smeared  over  with 
pus  and  the  debris  of  disintegrated  tissue,  or  it  is 
occupied  by  dirty  gray  flocculent  sloughs.  The  margin 
is  sometimes  undermined  ;  it  is  always  steep.  The 
skin  in  the  immediate  proximity  has  a  dull  purplish 
hue,  for  here  the  stagnation  and  thrombosis  are 
extremely  marked.  Beyond  this  is  the  usual  inflamma- 
tory hyperjemia,  fading  into  the  healthy  structures. 
The  outline  varies ;  it  may  be  of  indefinite  shape, 
but  very  often  it  is  curvilinear,  and  eitlier  cresccntic, 
cix'cular,  or  trefoil-like.  As  far  as  local  signs  go,  they 
are  much  the  same  as  in  phagedajnic  venereal  sores. 

Caiici'iiiii  oiis. — Cancrum  oris,  or  gangrenous 
stomatitis,  is,  in  the  majority  of  cases,  the  sequel 
of  an  exanthomatous  fever — scarlatina,  measles,  and 
typhoid.  It  is  not  certain  whether  it  is  the  direct 
result  of  the  spocifiG  poison  in  these  cases,  or  due  to 
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the  marasmic  condition  left  after  the  virulence  of  the 
latter  has  been  .expended.  It  sometimes  occurs  in 
weakly  children  as  an  idiojsathic  affection,  and  it  may 
be  induced  by  prolonged  mercurialisation.  It  affects 
the  gums  and  cheeks,  and,  vei-y  rarely,  the  jaws,  as  it 
continues  to  spread.  I  once  removed  a  large  portion 
of  the  maxilla  that  had  necrosed. 

In  female  children  the  genitals  may  be  attacked, 
and  this  form  is  said  to  be  highly  infective,  from  the 
presence  of  moving  organisms. 

In  some  instances  it  commences  as  a  capillary 
thrombosis  in  the  substance  of  the  cheek,  but  more 
often  as  an  ulceration  of  the  mucous  membrane, 
which  extends  widely  and  deeply  in  the  surrounding 
tissues. 

In  a  typical  case,  the  skin  in  the  centre  of  the  gan- 
grenous patch  is  converted  into  a  coal-black  eschar  ; 
next  to  this  is  a  livid  purple  zone  in  which  the  blood 
has  coagulated  ;  then  comes  a  ring  of  deep  congestion, 
which  fades  away  into  the  healthy  tissue.  On  separa- 
tion of  the  slough  a  perforation  is  found  in  the 
cheek,  but,  as  a  rule,  the  patient  dies  before  this  is 
effected. 

The  ulcerative  form  is  moi-e  often  recovered  from 
than  that  which  begins  as  a  primary  parenchymatous 
gangrene. 


CHAPTER  V. 

FEVER. 


Fever  is  marked  by  a  rise  in  the  general  body 
temperature  and  disordered  function  of  the  various 

kTv!'-  .o^'^'^'^'^S^  temperature  of  the  body  in 
health  IS  98-4°  F.,  and  this  is  pretty  constant  under 
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widely  different  external  conditions.  If  it  be  ex- 
ceeded bj  one  degree,  the  patient  may  be  said  to  be 
leverish. 

Explanation  of  the  pyrexia.— Several  theories 
have  been  advanced  to  account  for  this,  but  it  may  be 
safely  said  that  each  is  too  exclusive.  We  wUl  take 
them  in  order  : 

1.  l>iuumslied   perspiration  In  simple 

fever  the  skin  is  hot  and  dry,  which  means  that 
there  is  a  check  upon  the  cutaneous  perspiration,  or, 
in  other  words,  a  quantity  of  heat  that  should  be 
extracted  from  the  body  by  evaporation  from  its 
surface  is  retained.  This  of  itself  must  of  necessity 
tend  to  raise  the  temperature,  but  that  it  is  not  the 
sole  cause  is  proved  by  the  fact  of  a  imtieut  remain- 
ing feverish  throughout  prolonged  perspiration.  Thus, 
if  the  secretion  of  sweat  be  forced  by  pilocarpine 
during  the  hot  stage  of  malarial  fever,  the  tempera- 
ture continues  to  rise  for  some  time  afterwards.  This 
is  not  inconsistent  with  a  fall  of  temperature  during 
the  sweating  stage  of  this  disease,  and  after  the  rigors 
of  pyfemia.  By  a  physical  law,  rapid  evaporation 
must  get  rid  of  a  quantity  of  heat,  but  the  production 
meanwhile  may  be  greater  than  the  removal. 

2.  Increased  production  of  heat. — (a)  Some 
have  asserted  that,  at  the  seat  of  local  inflammation 
(say  an  acute  abscess),  the  heat  derived  from  increased 
destruction  of  tissue  raises  the  temperature  of  the 
part,  and  that  the  blood,  as  it  courses  through,  is 
made  hotter.  This,  too,  is  true  as  far  as  it  goes,  but 
then  there  is  no  constant  ratio  between  tlie  intensity 
of  the  local  inflammation  and  the  height  of  the 
genei'al  fever.  A  mere  bead  of  pus  beneath  the  skin 
may  increase  the  body  heat  by  five  or  si-x;  degrees. 

(b)  The  influence  of  the  nervous  system. — It 
is  well  known  that  there  is  a  heat-regulating  centre 
in  the  medulla  oblongata,  and  that  this  may  be  dis- 
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turbed  in  varioxis  ways  :  (a)  through  the  cerebrum, 
as  the  result  of  emotional  excitement ;  (6)  reflexly, 
from  irritation  of  the  peripheral  nerves  ;  (c)  from  the 
action  of  pyrogenous  matter  absoi'bed  from  the  seat  of 
inflammation.  The  rise  of  temperature  from  cerebral 
excitement,  though  it  may  amount  to  several  degrees, 
is  very  transient.  Billroth  disbelieves  the  reflex  irri- 
tation theory.  He  says  that  if  a  wound  be  inflicted 
upon  the  foot  of  a  dog,  after  all  the  nerves  going  to 
the  limb  have  been  divided,  the  temperature  will  still 
rise  to  the  same  degree  as  if  the  nerves  had  been 
left  intact.  This  proves  nothing ;  for  the  nerves  can- 
not be  divided  without  causing  a  wound,  and  the 
inflammatory  products  from  this  must  be  in  contact 
with  the  centi-al  end  of  the  nerve  ;  besides,  the  opera- 
tion itself  must  cause  considerable  irritation  of  the 
nerves.  Other  observers  have  shown  that  a  rise  in 
temperature  is  directly  connected  with  nerve  irrita- 
tion. At  a  focus  of  inflammation  the  iyritation  may 
be  mechanical,  from  stretching  of  the  nerves,  or 
chemical,  from  the  action  of  the  inflammatory  pro- 
ducts. In  either  case  the  stimulus  is  conveyed  to 
the  centre  in  the  medulla,  and  there  transmuted  into 
a  fresh  stimulus,  which  is  sent  to  the  tissues  through- 
out the  body,  exciting  them  to  increased  combustion. 

(c)  The  action  of  toxic  matter. — By  toxic  matter 
we  do  not  mean  alone  the  products  of  putrescent 
decomposition  of  the  tissues  and  discharges  of  a  wound, 
but  also  the  outcome  of  the  chemical  changes  that 
take  place  in  all  cases  of  inflammation.  The  latter 
may  be  modified  by  decomposition,  or  the  presence  of 
a  specific  poison,  circumstances  which  explain  the 
great  variety  of  fevers.  Absorption  goes  on  throurdi 
the  capillaries  and  lymphatics,  and  thus  the  blood 
becomes  charged  with  poisonous  material,  which  then 
acts  upon  the  medulla,  and  probably  on  the  other 
tissues  through  which  it  circulates. 
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Other  si§iis  of  fever — All  the  tissues  of  the 
body  sufler  more  or  less.  This  is  shown  by  disordered 
function,  and  markedly  in  the  secretory  organs.  The 
work  done  by  them  is  much  diminished.  The  blood 
is  charged  with  noxious  matter  in  a  thi-eefold  way  : — 
there  is  the  morbid  material  furnished  by  the  local 
inflammation  ;  to  this  is  added  the  results  of  a  general 
increase  in  the  oxidation  of  the  tissues,  and  the  nega- 
tive effect  of  partial  arrest  of  secretion  and  excretion. 
Though  many  of  the  syniiDtoms  are  in  part  due  to  the 
direct  action  of  the  pyrogenous  matter  on  the  organs 
which  fail  to  carry  out  their  functions,  much  is 
explained  by  the  disturbed  state  of  the  vaso-motor, 
secretory,  and  trophic  nerves  of  the  glands.  The  first 
of  these  exjjlains,  to  a  great  extent,  the  diminution  in 
the  watery  constituents  ;  for,  the  lower  tlie  pressure, 
the  less  the  filtration ;  the  second,  perversion  of  the 
special  function  of  the  secreting  cells  ;  and  the  third, 
disorderly  metabolism  of  the  tissue  elements. 

The  urine  is  high-coloured,  of  higli  sp.  gr.  ;  it 
deposits  urates.  The  water  is  scanty  ;  urea  and  uric 
acid  are  increased.  The  chlorides  are  diminished ;  in 
acute  pneumonia  they  are  often  absent.  In  simple 
fever  the  2^srs])iration  is  diminished  ;  it  is  very  acid, 
notably  so  in  rheumatic  fever.  In  this  disease,  and  in 
hectic  fever  and  j^yjemia,  profuse  sweating  is  a  pro- 
minent symptom.  The  secretion  of  saliva  is  checked, 
and  the  discharge  from  the  mucous  glands  is  more 
tenacious  than  natural  ;  hence  the  clamminess  atul 
tliirst.  There  is  more  or  less  anorexia,  perhaps 
vomiting.  The  furred  condition  of  the  tongue  is  an 
index  to  the  state  of  the  stomach.  Constipation  is 
the  rule;  but,  in  certain  fevers  that  have  a  specific 
effect  on  the  intestines  {e.g.,  cholera,  typhoid,  and 
some  cases  of  septiciemia)  thm-c  is  diarrlia-a.  Wlietlicr 
there  be  flux  or  drought  depends  upon  the  vascular 
tension,  the  condition  of  the  walls  of  the  vessels,  and 
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the  chemical  and  physical  nature  of  the  fluids  that 
dialyse. 

The  nervous  system. — There  are  symptoms  directly 
referable  to  the  nervous  system,  such  as  headache 
and  delirium.    These  are  explained  rather  by  the 
pyrexia  and  toxic  influence  upon  the  brain  than  by 
the  extent  of  vascular  congestion ;  and  hence  the 
futility  of  excessive  depletion  by  blood-letting.  Such 
treatment  might  do  actual  harm  by  adding  the  eflects 
of  anemia  to  those  of  the  fever.    Sir  W.  Jenner  has 
shown  that  in  the  specific  fevers,  and  particularly  in 
typhoid,  headache  ceases  with  the  onset  of  delirium, 
whei-eas  in  tubercular  meningitis  it  persists.  The 
explanation  is  this  :  the  poison  of  the  specific  fever 
at  first  excites  the  nervous  system,  and  one  of  the 
chief  signs  of  this  is  headache ;  but,  later,  it  deadens 
the  perceptive  centres,  and  gives  full  play  to  disorderly 
and  uncontrollable  discharge  of  nerve  energy — deli- 
rium.    In  tubercular  meningitis  the  cause  of  the 
headache  is  twofold ;  there  is  the  pyrexia,  and  the 
irritation  of  the  brain  by  local  inflammation.  The 
latter  is  so  intense  that  it  is  only  when  the  exhaustion 
from  the  fever  and  subsequent  compression  has  super- 
vened that  the  headache  is  abolished.    The  physical 
conditions  of  headache  are  constant  throughout  the 
course  of  the  two  diseases ;   bxit  by  the  time  the 
tox;i3mia  of  the  specific  fever  has  caused  delirium,  it 
has  masked  the  headache. 

The  muscular  system. — There  is  increased  activity 
at  the  expense  of  diminished  power.  In  slight 
cases  this  may  not  be  evident  during  rest,  but  it 
becomes  manifest  on  exertion  ;  there  is  the  sense  and 
sign  of  weakness  in  the  tremulous  state  of  the  patient. 
This  is  mainly  nervous,  but  the  state  of  the  muscular 
fibres  themselves  (for  ]iyrexia  causes  fatty  degenera- 
tion) has  some  share  in  tlie  process.  Wlion  tlie  fever 
is  high  or  the  toxaemia  intense,  and,  above  all,  when 
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the  blood  is  suddenly  charged  with  infective  matter 
the  natural  tonic  contraction  of  the  muscles  is  replaced 
by  a  succession  of  rapidly  repeated  contractions,  over 
which  the  patient  has  little  or  no  control.  There  are 
four  degrees  of  this  : 

1.  Fibrillar  tremor.— This  can  be  better  felt 
than  seen;  like  the  subsultus  teudinum,  it  indicates 
extreme  nervous  exhaustion. 

2.  Rigor. — Here  the   contraction   is   more  pro- 
nounced and  more  general.    It  is  accompanied  by  a 
sensation  of  cold  which   is   subjective,   for  before 
the  rigor  sets  in  the  temperature' has  generally  risen 
several  degrees.    It  is  the  relative  coldness  of  the 
atmosphere  to  the  heat  of  the  patient's  body,  which  in 
his  febrile  state  is  a  highly  sensitive  thermometer. 
The  mind  remains  clear,  firstly  because  the  disturbance 
is  mainly  confined  to  the  motor  centres,  and  secondly 
because  the  contractions  are  not  sufficiently  vigorous 
and  sustained  to  fix  the  chest  walls,  and  so  cause 
cerebral  congestion  from  asphyxia.     There  may  be 
only  an  initial  rigor ;  or  a  succession  of  rigors.  They 
vary  in  degree  from  chattering  of  the  teeth  to  shaking 
of  the  whole  body.    They  are  usually  followed  by 
profuse  perspiration,  not  alone  as  a  consequence  of  the 
rigors,  but  as  a  later  link  in  the  chain  of  toxic  effects. 

3.  Edam-ptic  convulsions. — These  in  children  take 
the  place  of  rigors  in  the  adult,  for  in  them  there 
is  greater  excitability  of  the  nerve  centres.  Not  that 
adults  are  exempt  from  convulsions  as  the  result  of 
high  fever.  Primary  convulsions  usually  usher  in 
some  acute  fever,  pneumonia ;  e.g.,  wlieii  they  occur 
later  som«  grave  lesion  should  be  suspected — cerebral 
embolism,  tlirombosis,  etc.  The  contractions  are  more 
violent  than  in  rigors.  There  is  loss  of  consciousness 
and  more  or  less  asphyxia.  There  are  many  causes 
of  convulsions,  but  liere  we  are  only  considering  those 
dependent  upon  tlie  pyrexia!  state. 
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4.  Tetanic  or  tonic  spasm. — In  reality  it  is  clonic, 
but  the  contractions  are  so  minute  and  follow 
one  another  so  rapidly  that  without  the  aid  of  the 
myograph  they  appear  fused.  In  a  minor  degree  it  is 
seen  in  "cramp"  and  "stifFness,"  but  it  is  the  sympto- 
matic essence  of  two  pyrexial  diseases,  tetanus  and 
hydrophobia.  It  probably  depends  upon  a  more  con- 
tinuous irritation  than  either  a  rigor  or  "clonic 
spasm."  The  discharge  of  nerve  energy  is  not  so 
violent  as  in  ordinary  convulsions,  and  therefore  the 
nerve  cells  are  not  so  quickly  exhausted. 


CHAPTER  VI. 

SIMPLE  SURGICAL  OR  TRAUMATIC  FEVER. 

After  an  operation  of  any  magnitude,  e.g.  an 
amputation  of  the  leg,  or  removal  of  a  breast,  the 
patient  becouies  feverish.  For  some  little  time  subse- 
quent to  the  infliction  of  the  wound,  the  temperature 
of  the.  body  is  generally  lowered.  This  is  due  to  the 
shock  of  the  mjury  and  the  depressing  effects  of  the 
an.-esthetic.  After  an  apyrexial  interval,  varyino-  in 
uncomplicated  cases  from  twelve  to  thirty-six  hours 
the  usual  signs  of  fever  show  themselves ;  the  heat  of 
the  body  IS  mcreased;  the  patient  looks  some^diat 
Hushed  ;  he  complains  of  feeling  hot  and  thirsty  •  his 
appetite  IS  indillerent,  and  his  tongue  moist 'and 
turred.  In  addition  there  are  headache  and  general 
restlessness.  ^ 

The  pyrexia  varies  within  a  range  of  three  or  four 
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degrees  ;  the  temperature  is  rarely  below  100"  Fahr. 
or  above  102-5°. 

If  we  now  examine  the  wound  we  sliall  find  very 
much  as  follows  :  a  certain  amount  of  hyperemia, 
incidental  to  the  injury.  The  .surfaces,  which  became 
glazed  after  the  cessation  of  the  bleeding,  now  look 
moist  from  effusion  of  liquor  sanguinis  from  the  dilated 
vessels.  There  are,  in  fact,  the  signs  of  traumatic 
inflammation,  and,  other  things  being  equal,  the  height 
of  the  fever  is  proportionate  to  the  extent  of  the 
local  disturbance. 

Cause  of  the  fever — Allowing  for  the  check 
on  the  cutaneous  pers])iration,  and  the  possible  effects 
of  nerve  irritation  in  the  wound,  there  can  be  no  doubt 
but  that  the  general  symptoms  (the  fever)  depend 
mainly  upon  something  absorbed  from  the  wound  : 
(1)  Because  whatever  prevents  a  free  escape  of  discharge 
causes  an  accession  to  the  fever,  and  this  in  two  ways; 
it  affords  a  favourable  condition  for  putrefaction,  and 
increases  the  liability  to  absorption  of  the  decomposed 
products.  Per  contra,  the  temperature  falls  on  estab- 
lishing efficient  drainage;  (2)  because  the  measures 
taken  for  keeping  a  wound  aseptic  minimise  or  alto- 
gether prevent  the  fever.  The  latter  proves  something 
more,  viz.  that  the  so-called  traumatic  fever  is  to  a 
great  extent  a  state  of  septic  intoxication.  In  all 
wounds  the  injury  destroys  the  vitality  of  a  certain 
amount  of  tissue,  and  the  necrosed  structures  are 
resolved  into  simpler  compounds.  In  open  and  exposed 
wounds  these  compounds  undergo  putrefactive  decom- 
jiosition,  and  furnish  secondary  products,  which  on 
being  absorbed  induce  fever. 

The  co>a«liti«m  «f  tli<'  wound  favours  absorp- 
tion, for  tliere  arc  a  large  numlier  of  blood-vessels 
and  lymphatics,  wliicli  take  up  fluids  from  tlie  surface 
and  transmit  them  to  the  blood  and  lympli  streams 
beyond.     As  these  vessels  become  iirmly  occluded,  by 
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consolidation  of  the  clots  within  and  compression  of 
the  inflammatory  exudation  without,  the  fever  declines, 
even  whilst  the  wound  is  bathed  with  "  discharges." 
A  well-formed  layer  of  granulations  is  a  strong  pro- 
tection against  absorption,  for  the  direction  of  the 
osmotic  current  is  away  from  the  blood-vessels,  and 
granulations  have  no  lymphatics. 

Traumatic  fever  is  generally  more  severe  when  it 
follows  operations  upon  tissues  indurated  by  chronic 
inflammation,  for  the  vessels,  being  imbedded  in  dense 
exudation,  cannot  collapse.  To  return  to  the  course  of 
the  fever.  In  ordinary  circumstances  it  subsides  in 
a  few  days,  it  rarely  lasts  beyond  a  week ;  if  so,  we 
begin  to  suspect  there  is  something  Avrong  with  the 
wound,  and  to  fear  that  the  simple  traumatic  fever 
may  pass  into  the  graver  forms  of  blood-poisoning. 
It  rises  somewhat  sharply  at  the  beginning;  for  a  day 
or  two  it  oscillates  about  the  maximum,  with  slight 
morning  remissions.  It  terminates  by  lysis,  or  more 
rarely  by  crisis. 

In  some  cases  it  is  so  slight  that  its  existence  is 
only  revealed  by  the  thermometer.  When  a  large 
wound  unites  by  the  first  intention  fever  may  be 
entirely  absent;  hence,  as  Billroth  observes,  it  may  be 
considered  as  a  "pathological  accident,"  but  an  accident 
so  common  as  scarcely  to  deserve  the  name.  We 
would  once  more  repeat  that  it  is  the  result  of  local 
inflammation  and  absorption  of  decomposing  secretions 
and  tissues.  The  latter  may  justly  be  considered  as 
"an  accident,"  for  the  presence  of  a  slough  on  the 
surftice  of  an  aseptic  wound  neither  excites  local 
inflammation  nor  causes  fever.  Billroth  distinguishes 
two  forms  or  stages  of  surgical  fever  :  (1)  That  due  to 
absorption  of  the  products  of  decomposition  of  neci'osed 
tissues  on  the  surface  of  the  wound — primary  wound 
fever  ;  (2)  secondary  suppurative  fever,  which  depends 
on  the  taking  up  l)y  the  lymphatics  of  iiiflammatory 
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products — pus.  He  says  that  primary  traumatic  fever 
may  go  on  to  septicemia,  and  secondary  suppurative 
fever  to  iDysemia.  We  have  not  attempted  to  separate 
traumatic  from  inflammatory  or  suppurative  fever, 
for  in  practice  they  overlap. 


CHAPTER  VII. 

SEPTICEMIA  AND  PYAEMIA. 

On  attempting  to  define  what  is  meant  by  the  terms 
septicsemia  and  pyajmia  one  is  met  with  this  dilficulty, 
that  pathologists  are  by  no  means  agreed  as  to  the 
distinctive  characters  and  relationships  of  the  two 
conditions.  * 

Some  authorities  make  the  word  pyaemia  cover  all 
the  cases  of  septic  absorption  from  wounds  or  inflam- 
matory foci  that  furnish  products  of  decomposition, 
whether  such  absorjjtion  results  in  a  general  blood- 
poisoning  with  the  occurrence  of  secondary  metastatic 
infarctions  and  abscesses,  or  without  them.  They  say 
that  the  variations  observed  in  the  symptoms,  and 
post-mortem  signs,  depend  upon  the  virulence  or 
-  intensity  of  the  poison,  the  state  of  nutrition  of  the 
tissues,  and  oertain  accidental  circumstances  likely  to 
modify  the  course  of  the  disease,  ratlierthan  upon  any 
specific  character  of  the  poison  in  dill'erent  instances. 
Thus  the  absence  of  secondary  metastatic  lesions  is 
explained  by  supposing  that  death  or  recovery  occurs 
before  suflicient  time  has  elapsed  for  their  develop- 
ment. We  cannot  admit  tliis  explanation,  because,  on 
the  one  hand,  multiple  secondary  abscesses  sometimes 

*  The  (liirciont  views  nre  set.  forth  with  grc;it  denrncss  in  the 
Transactions  of  the  rathokigical  Sotiety,  vol.  .\xx.,  8—10. 
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form  very  quickly  after  the  injury  or  inflammation, 
e.g.,  the  lungs  may  be  full  of  them  within  a  week  of 
the  onset  of  "  acute  necrosis  " ;  and,  on  the  other,  un- 
complicated fatal  cases  of  septic  poisoning  are  occa- 
sionally of  much  longer  duration.  Billroth  considers 
that  the  two  aflections  are  quite  distinct,  though  they 
may  exist  together  (septopysemia).  He  regards 
septicsemia  as  a  severe  form  of  piimary  traumatic 
fever,  due  to  the  putrefactive  decomposition  of  necrosed 
tissue  and  exudation,  prior  to  or  after  the  occurrence 
of  suppuration  ;  and  pyaemia  as  essentially  dependent 
on  absorption  of  pus  :  "  reabsorption  of  pus  is  the 
cause  ;  intermittent  course  of  the  fever,  with  rapidly 
increasing  marasmus,  the  chief  symptom  ;  and  the 
metastatic  inflammations  very  essential  anatomical 
conditions." 

Dr.  Burdon  Sanderson  looks  upon  septicaemia  as  a 
non-infective  process,  or  one  in  wliich  there  is  no 
multiplication  of  the  poison  in  the  system.  Since  the 
poison  necessarily  becomes  greatly  diluted  in  the  blood 
and  tissues,  successive  inoculations  or  injections  from 
animal  to  animal  produce  less  and  less  effect,  or  they 
may  fail  altogether.  In  any  individual  case  the  result 
depends  (1)  upon  the  power  of  resistance  to  the  action 
of  the  septic  material  ;  some  animals  are  more  suscep- 
tible than  others,  and,  ceteris  jxiribus,  the  smaller  the 
animal  the  smaller  will  be  the  dose  necessary  to  kill 
it ;  (2)  upon  the  strength  of  the  dose ;  and  (3)  whether 
it  be  repeated  or  not. 

The  tendency  is  to  recovery,  but  the  animal  may 
be  so  overpowered  as  to  succumb  before  the  poison 
can  be  got  rid  of.  The  materies  morbi  consists 
of  the  chemical  products  of  decomposition  of 
organic  matter.  It  is  obviously  such  as  would  be 
furnished  by  a  large  wound  {e.g.,  tho  placental  surface 
ot  the  uterus),  and  probably  some  of  the  cases  of 
puerperal  fever  are  of  this  nature.    But  if  we  thus 
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limit  the  application  of  the  term  septicajmia,  a  large 
number  of  cases  will  be  excluded,  in  which  there 
IS  general  blood-poisoning,  also  without  secondary 
metastatic  abscesses.  It  is  customary  to  designate 
these  by  tlie  expression  ''septic  infectioii^"  in 
contradistinction  to  ''septic  intoxication''  applied  to 
the  former  group. 

In  septic  infection  all  the  signs  and  symptoms  of 
septic  intoxication,  or  simple  septic  poisoning,  may 
be  present ;  but  there  is  this  very  important  difference, 
that  in  the  former  the  poison  is  multiplied  in  the 
system  to  an  indefinite  extent,  and  the  disease  can  be 
communicated  from  animal  to  animal  without  any 
diminution  in  its  virulence,  in  fact  its  intensity  is  often 
increased  thereby.  This  is  the  nature  of  many  cases 
met  with  in  practice,  and  notably  in  post-parturient 
women. 

The  ease  with  which  puerperal  fever  can  be  in- 
duced by  infijiitesimal  quantities  of  the  infectiag 
material  is  too  well  known. 

If  we  conclude,  with  Billroth,  that  j)?/ce??i?'(X  is  essen- 
tially due  to  reabsorption  of  pus — decomposed,  thin, 
and  ichorous  pus  (for  a  considerable  quantity  of  freshly 
secreted  healthy  pus  may  be  injected  into  the  veins 
without  causing  any  serious  local  or  general  conse- 
quences)— purulent  infection,  as  it  is  called,  we  must 
also  conclude  that  there  are  three  distinct  forms  of 
blood-poisoning  :  (1)  Septic  intoxication  (without 
metastases)  from  tlie  absorption  of  the  cliemical  pro- 
ducts of  decomposition  of  tissues  and  fluids,  products 
incapable  of  undergoing  multiplication  in  the  system, 
and  tlierefore  of  being  transmitted  from  animal  to 
animal  with  unimpaired  virulence ;  (2)  septic  infec- 
iion  (without  metastases),  in  win'cli  the  poison  is  not 
only  multiplied,  but  to  a  certain  exti-nt  dcvelojicd 
in  intensity  as  it  passes  from  one  field  of  culti- 
vation to  another;  (3)  pyannia  or  septic  infection 
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with  metastases  derived  from  one  peculiar  source — 
pus. 

But  M^e  are  at  a  loss  to  understand  what  there  can 
be  in  pus — which  is  only  "fluid,  as  it  were,  melted, 
dissolved  inflammatory  new  formation "  (Billroth) — 
that  it  should  furnish  material  for  infection,  of  an 
altogether  specific  character. 

Simple  septic,  non-infective  intoxication,  or  the 
septicsemia  of  Dr.  Sanderson,  explains  most  of  the 
cases  of  severe  blood-poisoning  that  recover  without 
the  formation  of  secondary  abscesses.  But  it  does  not 
follow  that  all  cases  are  of  this  nature  :  nor,  iudffinff 
from  the  analogy  between  septic  infection  and  malig- 
nant pustule,  which  is  an  essentially  infective  disease, 
and  yet  fatal  in  only  about  one-third  of  the  subjects 
attacked  (Greenfield),  does  it  seem  improbable  that  a 
certain  number  of  patients  may  survive  the  death  of 
the  micro-organisms,  or  ferments,  or  whatever  the 
cause  of  infection  may  be,  providing  that  whilst 
active  these  agents  do  not  give  rise  to  widespread  or 
deep-seated  metastases. 

The  nature  of  the  poison.  _  The  immediate 
cause  of  the  blood-poisoning  seems  to  be  due  to  the 
unorganised  products  of  decomposition,  and  not  to  the 
organisms  that  determine  the  decomposition  ;  for  the 
virulence  of  a  fluid  known  to  be  intensely  septic  is  not 
lessened  by  destruction  of  the  organisms  (Ander). 

Several  observers  have  shown  that  an  amorphous 
substance  can  be  extracted  from  the  fluid  that  causes 
septic  mtoxication.  Bergmann  believed  its  composi- 
tion to  be  definite,  and  he  named  it  "  sepsin"  accord- 
nigly.  Billroth  doubts  its  specific  nature,  and  thinks 
that  there  maybe  several  products  of  decomposition 
capable  af  causing  the  symptoms. 

What  is  tlie  cause  of  septic  decomposition?  Is 
the  agency  of  living  microscopical  bodies  essential  to 
the  process  1  probably  so,  for  in  all  decomposing  animal 
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fluids  they  are  there  in  abundance,  and  Dr.  Sanderson 
has  shoAvn  that  the  jsroducts  of  decomposition  capable 
of  inducing  septic  intoxication  are  only  formed  in 
their  presence. 

What,  then,  is  the  reason  of  simple  septic  intoxica- 
tion occurring  in  one  instance,  and  septic  infection  in 
another?  This  is  not  clear.  It  may  be  that  the 
organisms  that  set  up  ordinary  putrefaction  are  de- 
stroyed by  the  living  tissues,  whilst  those  which  cause 
septic  infection  have  a  much  greater  power  of  resis- 
tance. This  would  of  course  imply  that  there  is  a 
specific  "  germ  "  in  each  case,  or  that  the  circumstances 
under  which  any  one  form  develops  vary  in  diflerent 
instances.  From  the  intrinsic  difficulty  attending  the 
necessary  observations,  and  the  small  size  of  the 
organisms,  and  the  number  of  transitional  forms,  it  is 
not  surprising  that  the  results  obtained  should  in 
many  cases  be  directly  oijposite. 

For  the  most  part  these  organisms  conform  to  one 
of  two  types,  rod-shaped,  single  or  jointed  bacteria, 
possessed  of  a  vibratory  onward  movement;  and 
micrococci  consisting  of  mere  rounded  specks  of  pro- 
toplasm, isolated,  or  linked  to  form  strings  or  clumps, 
and  quiescent,  or  capable  only  of  oscillation,  which  is 
difficult  to  distinguish  from  the  Brownian  movement, 
common  to  all  minute  particles  suspended  in  fluids. 

But  these  characters  are  scarcely  sufficient  to 
determine  their  individuality ;  still,  judging  from  what 
we  know  of  the  bacillus  of  malignant  pustule,  we 
cannot  deny  the  existence  of  speciflc  germs  in  the 
different  foi'nis  of  septicasmia,  although  we  are  far 
from  understanding  their  modes  of  life  and  action. 

W.  Cheyiie  concludes  from  his  observations  [vide 
Trans.  Path.  Soc,  vol.  xxx.,  p.  557,  et  seq.) :  (1) 
That  tlie  micrococci  are  comparatively  harmless,  and 
that  they  are  quickly  destroyed  by  the  tissues  when 
they  gain  access  to  the  organism ;  and  (2)  that  it  is 
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the  bacterial  form  that  is  so  potent  in  causing  putre- 
faction and  septic  infection.  On  the  other  hand,  in 
the  report  on  "  Septiciemia "  contained  in  the  same 
volume  (pp.  50,  51),  it  is  stated  with  regard  to  pyje- 
mia  that  micrococci  were  observed  "  in  a  large 
number  of  cases  "  in  all  or  some  of  many  organs,  and 
that  bacteria  were  found  in  three  cases."  * 

Koch  asserts  that  "  organisms  are  nob  found  in  the 
blood  of  animals  suiiering  from  septic  intoxication," 
but  tliat  they  are  invariably  present  in  septic  infection. 
Billroth,  who  does  not  seem  to  draw  a  clear  distinction 
between  the  two  processes,  denies  that  their  presence 
is  necessary.  When  speaking  of  pysemia,  which  is 
an  infective  disease,  he  says,  "  I  can  entirely  agree 
to  the  miasmatic  origin  of  pyaemia,  if  by  miasm  is 

understood  what  I  understand  by  it  , 

namely,  dust-like  dried  constituents  of  pus,  and 
possibly  also  accompanying  minute  living  organisms." 

Is  putrefaction  necessary  to  blood-poisoning'? 
Certainly  not,  if  the  evolution  of  stinking  gases 
be  taken  as  the  indication  and  measure  of  it,  as 
the  following  case  shows  :  Mr.  J.  Lane  amputated  a 
thigh  for  disease  of  the  knee  joint  with  all  antiseptic 
precautions.  The  discharges  remained  sweet,  and  the 
Haps  to  all  appearance  healthy,  and  post  mortem  no 
offensive  smell  could  be  detected  in  or  about  the 
wound.  The  symptoms  were  tho.se  of  deep  septic 
intoxication.    There  were  no  metastases. 

Nor  need  the  local  irritation  caused  by  the  poison 
manifest  itself  in  destructive  inHammation,  although 
the  infection  may  cause  secondary  circumscribed  and 
diffuse  abscesses.  Tlie  writer  once  lost  a  case  of 
lithotomy,  in  wliich  post  mortem  the  wound  in  the 

*  r,eltzow  examined  the  organs  of  lniin;m  subjects  dead  of 
pynemia  and  discovered  not  only  micrococci,  but  also  two  forms 
o  bacil  us,  one  of  them  resembling  the  bacillus  of  Koch's  mali<j- 
vanlo, tenia,  the  other,  as  regards  size,  standing  midway  between 
the  bacillus  of  tubercle  and  that  of  the  scptioxMrda  of  mice 
F — 2 
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bladder,  which  had  nearly  healed,  appeared  quite 
healthy.  There  were  no  signs  of  cystitis,  peritonitis, 
or  pelvic  cellulitis,  or  thrombosis  of  the  local  veins. 
The  lungs  were  riddled  with  small  abscesses,  and 
there  was  a  tract  of  diffuse  suppuration  between  the 
scapular  muscles  in  the  back. 

Yet  although  putrefaction,  in  the  ordinary  acce]> 
tation  of  the  term,  is  not  a  necessary  condition  in  all 
cases,  it  is  so  exceedingly  common  that  it  is  safe 
to  infer  that  the  cii'cumstances  likely  to  give  rise 
to  it  are  much  the  same  as  those  which  underlie  the 
occurrence  of  blood-poisoning,  whatever  form  the 
latter  may  take  ;  whether  it  be  simple  intoxication,  or 
intoxication  with  infection,  or  infection  with  metas- 
tases (pyasmia),  or  one  or  other  combination  of  these 
phenomena. 

Excluding  the  theory  of  spontaneous  generation, 
and  admitting  that  the  organisms  found  in  the  dis- 
charges from  wounds  and  in  closed  inflammatory  foci 
are  the  cause  and  not  the  consequence  of  the  de- 
compositions attended  with  the  formation  of  seistic 
matter,  and  also  that  they  are  introduced  from  with- 
out, we  can  understand  why  blood-poisoning  should 
be  so  closely  associated  with  the  overcrowding  of 
wards,  and  tlae  neglect  of  measures  calculated  to  keep 
a  wound  healthy. 

The  part  played  by  the  tissues.  —  This  is 
very  important,  both  as  regards  the  wound  and  the 
body  generally.  The  greater  the  bruising  and  lacera- 
tion, the  more  likely  is  a  patient  to  suffer  from  primary 
traumatic  fever,  and  its  more  severe  form,  BepticjBmia. 
There  are  several  factors  that  work  to  tliis  end  :  (1) 
A  considerable  portion  of  ti.ssue  being  killed  outright, 
it  quickly  undergoes  putrefaction  if  germ-laden  air  be 
allowed  access  to  it;  (2)  a  large  numl)er  of  blood- 
vessels and  lymphatics  are  opened,  and  thus  an  ex- 
tensive tract  for  absorption  is  provided ;  (3)  short  of 
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actual  death,  the  vitality  of  the  tissues  about  the 
wound  is  greatly  impaii-ed  by  the  injury  itself  and  the 
inflammation  it  sets  up.  ^ 

Dr.  Sanderson  has  shown  that  bacteria  "are 
incapable  of  producing  the  poison  of  septictemia" 
(septic  intoxication)  "in  the  healthy  organism." 
From  this  statement  we  must  not  infer  that  they 
do  not  gain  admission  to  the  body  by  the  wound 
or  some  of  the  natural  passages,  but  that  the  tissue 
elements  destroy  them,  or  are  at  least  able  to  resist 
their  action.  Virchow  long  since  observed  that  the 
animal  tissues  tend  to  get  rid  of  matters  obnoxious 
to  them.  What  is  called  susceptibility  or  predis- 
position of  the  tissues  to  be  affected  by  specific  poisons 
{e.g.,  those  of  the  exanthematous  fevers)  is  only 
another  way  of  expressing  inherent  Aveakness,  or  im- 
paired vitality  in  a  certain  direction. 

In  erysipelas,  which  is  an  infectious  disease, 
the  habdity  of  communication  from  one  individual  to 
another  is  greatly  influenced  by  the  state  of  health. 
If  tAvo  patients  with  similar  wounds,  the  one  a 
healthy  young  man,  the  other  old  and  broken  doMTi 
by  chronic  kidney  disease,  be  placed  beside  a  case 
ot  erysipelas,  the  chances  of  immunity  from  infection 
and  recovery  if  infected,  are  greatly  in  favour  of  the 
former  (De  Morgan). 

Further,  closed  abscesses  and,  notably,  empyemata 
often  contain  the  most  foetid  pus  laden  with  bacteria, 
and  yet  the  symptoms  of  septic  intoxication  and 
infection  may  be  almost  nil. 

it  ^l^^i^  «^  organisms. 

It  IS  dithcult  to  suppose  that  the  wall  of  granula 
tion  tissue  bounding  the  abscess  is   so  germ-Zof 

l^C""^''''''  '''''  ''''  po.s.sible%atlfs  of 

ness^f'  .ff*^"^''^^^'^^.  tui-ns  upon  the  innocuous- 

ness  ot  these  organisms,  or  tlie  vital  strength  of  the 
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tissues  being  able  to  destroy  them.  Thus  mucb  for 
the  absence  of  infection.  As  to  intoxication,  the  pro- 
ducts of  decomposition,  though  offensive  to  the  sense 
of  smell,  must  be  taken  as  being  not  very  strongly 
pyi'ogenous,  or  as  being  so  slowly  absorbed  that  the 
tissues  and  excretory  organs  are  able  to  get  rid  of 
them  as  fast  as  they  pass  into  the  system. 

When  the  tissues  have  been  undermined  by  long- 
standing disease,  and  especially  when  they  enclose 
large  collections  of  pus  (as  in  a  psoas  abscess)  they 
offer  but  little  resistance  to  the  absorption  of  septic 
matter.  A  patient  may  be  apyrexial  so  long  as  such 
an  abscess  remains  closed,  but  once  opened  there  is 
an  almost  certainty  of  fever,  perhaps  of  fatal  inten- 
sity, unless  the  ingress  of  germs  be  guarded  against. 
Me.  Savory  has  shown  that  the  virulence  of  a  blood- 
poison  is  increased  by  the  introduction  of  putrescent 
material  from  another  source. 

In  "  acute  necrosis,"  it  may  be  that  the  infective 
matter  developed  at  the  seat  of  the  local  inflammation 
is  of  itself  suflacient  to  account  for  the  ulterior  con- 
sequences, but  it  is  by  no  means  certain  that  the 
tissues  generally  are  not  strongly  predisposed  to  its 
action. 

Diagrnosis  of  septic  intoxication  and  in- 
fection.— As  septic  intoxication  is  a  concomitant  of 
septic  infection,  the  diagnosis  of  the  latter  must  be 
made  (I)  from  a  knowledge  of  the  transmission  of  the 
blood-poisoned  state  from  one  subject  to  another  by 
means  of  a  very  small  dose  of  tlie  jjoison,  or  sucli  as 
would  appear  inadequate  to  cause  the  symptoms, 
except  on  the  theory  of  multiplication  in  the  system 
(take,  e.g.,  a  case  of  post-uuirtcm  inoculation  witli 
the  fluid  from  acute  peritonitis)  ;  (2)  by  the  discovery 
of  microscoi)ic  organisms  rn  the  blood  and  secretions.  It 
has  been  shown  that  tlie  presence  of  these  bodies  in 
decomposing  or  putrefying  discharges  from  a  wound 
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is  in  itself  no  proof  that  tliey  must  lead  to  general 
infection. 

On  the  other  hand,  one  would  suspect  septic  intoxi- 
cation alone  where  a  patient  becomes  rapidly  poisoned 
by  absorption  from  a  large  surface  of  gangrenous 
tissue,  and  particularly  if  the  escape  of  the  decom- 
posing fluids  be  prevented. 

Pyjemia,  or  purulent  infection,  is  accompanied  by 
more  or  less  septic  intoxication,  but  the  course  of  the 
fever  is  generally  indicated  by  certain  well-defined 
signs  and  symptoms. 

On  pathological  grounds,  septic  intoxication  and 
septic  infection  may  be  considered  as  distinct,  and  on 
clinical,  so  far  as  the  power  of  transmission  from  one 
patient  to  another  is  concerned ;  yet,  as  the  two  con- 
ditions usually  arise  under  similar  circumstances,  and 
as  septic  infection  implies  sejjtic  intoxication,  they 
may  be  described  together  as 

Septicsemia,  or  "  an  acute  blood-poisoning  by 
the  products  of  decomposition  of  the  animal  tissues 
and  fluids  ;  with  or  Avithout  the  development  and 
multiplication  of  infective  organisms  in  various  parts 
of  the  body." 

The  exact  mode  of  action  of  the  poison  is  not  well 
understood.  In  the  main  it  is  probably  chemical. 
The  blo:id  is  profoundly  aflfected,  so  that  it  is  unable 
to  nourish  the  tissues.  At  the  same  time,  the  tissues 
themselves  are  so  altered  as  to  be  unfitted  to  carry  on 
their  healtl>y  functions. 

Character  and  course  of  the  symptoms  

The  symptoms  are  chiefly  referred  to  the  nervous 
system,  but  the  eff"ects  of  the  poison  are  manifested  to 
a  greater  or  less  degree  in  the  respiratoiy  and  circu- 
latory organs  and  the  alimentary  canal.  Cases  differ 
somewhat  from  one  another  in  the  relative  frequencv 
and  extent  with  which  the  difl-erent  structures  are 
aliected.    In   the   artificially-induced  septicaemia  of 
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dogs  the  intestinal  tract  suffers  considerably.  The 
nervous  symptoms  are  those  of  rapidly-increasing 
prostration  and  narcotism.  The  patient  becomes 
apathetic  and  somnolent.  In  many  instances  there  is 
low  muttering  delirium,  gradually  passing  into  coma. 
More  rarely  the  mind  is  quite  clear  until  the  fatal  end. 
Headache  is  not  prominent.  There  are  either  no 
rigors,  or  only  an  initial  chill  that  ushers  in  the  other 
symptoms.  Muscular  weakness  quickly  supervenes. 
This  is  shoAvn  by  failing  power  of  the  heart,  the 
inability  to  sustain  exertion,  and,  it  may  be,  general 
tremor  of  the  body. 

The  temperature  varies  considerably.  Sometimes 
it  is  very  high,  104°  P.  or  more  ;  in  others  there  is  but 
little  change  ;  or,  again,  it  may  be  subnormal  from 
the  first,  and  this  often  in  the  worst  cases.  Hence, 
taken  alone,  it  helps  very  little  in  the  prognosis.  We 
do  not  find  the  steep  fever  curves  as  in  pyemia. 

It  may  rise  considerably  after  deatli.  I  have 
known  it  to  reach  108°  F.  This  is  due  to  rapid 
destruction  of  the  tissues,  and  the  non-conversion  of 
heat  into  functional  power. 

The  respirations  become  quick  and  shallow  fi'om 
muscular  weakness,  and  hurried  still  more,  pei'haps, 
from  pulmonary  congestion  and  stasis. 

The  bowels  are  constipated  in  some  cases,  relaxed 
in  others.  Blood  and  mucus  may  be  passed  in  the 
stools.    There  is  sometimes  uncontrollable  vomiting. 

State  of  the  blood  and  urine. — If  ■  a  drop  of 
blood  be  placed  on  a  slide,  tlie  red  corpuscles  will  be 
seen  to  gather  into  clumps  rather  than  rouleaux,  but 
they  show  nothing  definite  in  outline. 

The  white  corpuscles  are  relatively  and  absolutely 
increased.    Micrococci  and  bacteria  may  be  present. 

The  urine  is  higli-coloured  ;  it  is  acid,  but  quickly 
becomes  alkaline  when  passed.  The  urea  and  uric 
acid  are  increased.     The  phosphates,  potash  salts, 
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and  chlorides  are  diminished.  Biliary  constituents 
are  occasionally  present. 

Colour  of  the  skin.- — The  skin  has  a  dusky 
earthy  tint,  or  it  is  distinctly  yellow.  This  may  be 
from  bile-staining,  but  it  is  probably  tinted  with 
blood  pigment  set  free  by  disintegration  of  the  red 
cori)uscles. 

Post-mortem  signs. — Bigor  mortis  sets  in  early 
and  soon  disappears.    Decomposition  is  very  rapid. 

The  blood  coagulates  imperfectly.  It  may  be 
almost  fluid.  It  is  said  sometimes  to  be  tarry,  but  I 
have  never  seen  this. 

Disintegration  of  the  red  corpuscles  goes  on  during 
life ;  this  is  shown  by  the  staining  of  the  endo- 
cardium and  the  intima  of  the  vessels,  observed 
directly  after  death. 

The  serum,  too,  is  more  or  less  deeply  tinged,  and 
dark  from  deoxidation  of  the  hfemoglobin.  Micro- 
cocci are  sometimes  present  (septic  infection). 

The  internal  organs  show  marked  congestion, 
especially  at  the  most  dependent  parts. 

Thrombosis  is  very  common,  and  capillary  ex- 
travasation far  from  rare.  The  latter  is  most  marked 
in  the  mucous  and  submucous  coats  of  the  intestine, 
and  beneath  the  serous  membranes  in  the  form  of 
petechias  or  more  diffuse  extravasations.  Meningeal 
h£emon-hage  is  less  frequent. 

Tliere  are  several  factors  at  work  in  causing  the 
coagulation  in  the  vessels  :  1.  A  ferment  is  supposed 
to  be  liberated  by  the  breaking  up  of  the  white 
corpuscles  (Kohler).  2.  The  chemical  composition  of 
the  blood  is  greatly  altered.  3.  Stasis  from  weak  pro- 
pelling power  of  the  heart.  4.  Swelling  and  shedding 
of  the  endothelium  of  the  vessels,  the  deV)ris  obstruct- 
ing the  lumen.  5.  Encroachment  of  the  thickened 
mtima  upon  the  vascular  channels.  The  hyperplasia 
13  found  in  the  small  arteries  ("  oblitcrative  end- 
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arteritis  )  not  in  the  venules ;  these,  however,  may 
show  inflamniatorj  changes  secondary  to  thrombosis.* 
6.  Aggregation  of  micrococci. 

The  mechanism  of  the  haemorrhage  is  thus  ex- 
plamed  :  1.  The  walls  of  the  vessels  are  degenerated 
through  {a)  starvation,  from  the  blood  supply  being 
cut  olf  by  coagulation  ;  {h)  fatty  metamorphosis,  frora 
high  temperature,  and  the  blood-poisoning.  2.  Capil- 
lary thrombosis  leading  to  venous  reflux,  and  conse- 
quent rise  of  tension  in  the  congested  areas. 

But  "frequently  the  internal  organs  present  no 
morbid  appearances  "  (Billroth),  or  at  least  none  that 
are  characteristic.  More  often  the  above-described 
congestions,  thromboses,  and  haemorrhages,  singly  or 
in  combination,  are  met  with,  and  as  a  rule  the 
parenchyma  is  softer  than  natural  from  acute  granulo- 
fatty  change. 

The  spken  is  enlarged,  soft,  and  congested.  The 
liver  is  greasy,  of  a  dirty  yellowish  gray  colour.  Its 
blood-vessels  are  full,  especially  those  of  the  hepatic 
venous  system.  The  tissue  may  be  bile-stained. 
Crystals  of  tyrosin  have  been  found. 

The  kidney  is  enlarged  ;  the  ejjithelium  is  granular 
and  swollen.  Exudation  is  occasionally  seen  between 
the  Maljiighian  glomeruli  and  capsules.  The  sub- 
capsular stellate  veins  are  injected,  and  the  whole 
organ  is  more  or  less  congested.  There  may  be  capil- 
lary exti-avasations  between  and  into  the  tubes.  The 
latter  are  often  choked  with  epithelial  debris. 

The  lungs  are  congested,  and  cedemntous.  Patches 
of  collapse  and  difliise  thrombosis,  with  or  without 
extravasation,  may  be  noticed. 

The  pleura  and  pericardimn  sometimes  contain 
blood-stained  serum.  The  brain  is  congested  ;  more 
rarely  it  is  tlio  seat  of  meningeal  extravasation.  If 
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the  shin  presented  a  dusky  jaundiced  tint  during  life, 
this  will  be  found  in  the  cadaver. 

In  septic  infection  groups  of  micrococci  often 
crowd  the  different  tissues.  They  occupy  the  vessels 
and  the  intervascular  spaces  in  the  various  organs. 

The  above-described  symptoms  and  post-mortem 
signs  may  be  taken  as  those  of  a  constructive  case  of 
septicaemia,  rather  than  as  constant  and  necessary 
phenomena.  .  Many  of  them  are  rarely  absent,  and 
most  or  all  may  be  present.  They  are  also  found 
with  undiminished  intensity  in  acute  pyaemia; 
but  anatomically  pyaemia  is  septicaemia  plus  metas- 
tases. 

Pyajmia  synonyms. —  Purulent  diathesis,  puru- 
lent infection.  Pus  disease.  Ichorhremia  (Virchow). 
Pyohsemia  simplex  et  multiplex,  i.e.,  pyemia  witli 
or  without  metastases  (Hueter).  The  last-mentioned 
designation  corresponds- to  what  we  regard  as  septi- 
casmia  and  pyaemia  respectively. 

History  and  curreiit  views  of  pyaemia. — 
The  name  pysemia  was  given  to  the  disease  by 
Piorry.  The  supposed  necessaiy  dependence  upon 
absorption  of  pus  seemed  indicated  (1)  by  the  constant 
association  of  pus  formation  and  the  characteristic 
lesions;  (2)  by  the  discovery  of  cells  and  granular 
bodies  in  the  blood,  which  were  believed  to  be  de- 
rived from  segmentation  of  connective  tissue  cor- 
puscles (the  leucocyte  migration  theory  was  not  then 
in  vogue). 

We  now  know  tliat,  whether  the  pus  cells  do  or 
do  not  pass  back  into  the  vessels,  they  come  from  them 
in  the  first  instance.  Probably  tlie  corpuscular  and 
granular  masses  thought  to  be  simply  altered  pus  were 
in  many  instances  decolorised  thrombi,  set  free  by 
disintegration.  {Vide  Thrombosis.)  Billroth  insists 
that  "  reab.sorption  of  pus  is  the  cause  "  of  pytemia  ;  but 
his  statements  with  regard  to  metastases  are  somewhat 
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at  variance;  tlms,  he  says,  "metastatic  inflammations 
are  very  essential  anatomical  conditions;"  and,  a-ain 
purulent  infection"  (pyaemia)  sometimes  occurs 
without  a  trace  of  metastases."  The  latter  condition 
corresponds  to  what  we  have  described  as  septic 
infection,  with  this  diflference,  that  we  did  not  considei 
pus  to  be  a  necessary  factor  in  the  proces.s. 

Koch,  who  states  that  "pyasmia  does  not  arise 
as  was  formerly  supposed,  from  the  entrance  of  pus 
into  the  vessels,"  looks  upon  the  disease  as  a  general 
one,  accompanied  by  metastatic  inflammations.  This 
is  the  light  in  which  we  regard  it,  viz.,  that  pyemia 
IS  septic  infection  with  metastases. 

Although  the  simple  absorption  of  pus  does  not 
express  the  exact  truth,  it  must  be  remembered  that 
suppuration  is  a  very  constant  coincidence,  for  it  is 
found  ill  those  extremely  rapid  cases  where  pyaemia 
follows  acute  necrosis,  and,  cf fortiori,  where  a  longer 
time  is  given  for  the  development  of  the  primary  and 
secondary  inflammations. 

Causes  of  metastases.  —  The   occurrence  of 
metastases  may  be  exi^lained  in  three  ways  :  (1)  On 
the  assumption  that  pya3mia  is  a  distinct  and  specific 
affection  ;  (2)  by  the  products  of  decomposition,  local 
and  disseminated,  being  unusually  irritating  to  the 
tissues,  Avhich,  in  their  turn,  may  be  prone  to  undergo 
inflammatory  changes ;  (3)  by  embolism,  from  venous 
thrombi  soaked  in  septic  matter.    In  favour  of  the 
first  of  these  views  is  the  fact  of  the  disproportion  of 
the  tissue  changes  to  the  degree  of  septic  intoxication 
in  all  but  very  acute  cases.    But  then  a  poison  may 
be  highly  phlogogonous,  whilst  its  intoxicating  and 
pyrogenous  qualities  are  comparatively  slight.  Koch 
says  that  the  terms  pyaemia  and  septicasmia  "  have 
only  remained  in  use  as  general  names  for  a  number 
of  symptoms  which  most  probably  belong  to  a  series 
of  different  diseases." 
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Course  aaid  clmi  acter  of  the  symptoms. — 

Pyffimia  is  a  continuous  fever  with  very  decided  inter- 
missions. This  seems  to  show  that  the  pyrogenous 
matter  thrown  into  the  blood  is  hxrgely  derived  from 
the  foci  of  the  secondary  or  metastatic  inflammations, 
for  the  intervals  and  accessions  appear  too  marked  to 
be  explained  by  absorption  from  the  primary  wound, 
or  phlegmon,  which  may  to  all  appearance  be  taking  a 
steady  continuous  course.  Billroth,  however,  believes 
that  "extensive  progressive  inflammation  about  the 
wound  must  be  regarded  as  the  chief  source  of  such 
repeated  purulent  infection." 

The  fever  is  ushered  in  by  symptoms  of  general 
malaise,  or  by  an  initial  chill.  The  temperature  rises 
before  the  occurrence  of  the  rigor.  Both  are  due  to 
the  same  cause,  viz.,  a  charging  of  the  blood  with 
poisonous  matter,  which  first  induces  increased  meta- 
bolism of  the  tissues,  and  then  disturbs  the  equilibrium 
of  the  motor  centres.  The  sensation  of  cold  is  caused 
either  by  (1)  the  rapid  elevation  of  the  surface  tem- 
perature, or  by  (2)  "  the  blood  being  driven  from  the 
capillaries  by  the  spasm  of  the  cutaneous  muscles  " 
(Billroth).  The  heat  of  the  body  may  rise  to  105°  F., 
or  even  higher;  it  is  to  some  extent  proportionate  to 
the  nervous  irritability  of  the  patient,  and  so  is  the 
severity  of  the  rigor.  At  the  end  of  this  stage  profuse 
perspiration  occurs  and  the  temperature  falls,  some- 
times below  the  normal,  but  even  then  it  rises  again, 
so  that  the  fever  is  practically  continuous.  In  this 
way  it  differs  from  ague,  which  in  some  respects  it 
greatly  resembles. 

The  chills  and  exacerbations  are  repeated  at 
varying  intervals.  This  is  characteristic  of  the  disease. 

The  severity  of  the  nervous  and  other  symptoms 
depends  in  great  measure  upon  the  acuteness  of  the 
fever.  In  pyaemia  from  "acute  necrosis"  all  tlie 
signs  of  septic  intoxication  are  well  marked.    In  the 
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sub-acute  and  chronic  forms  the  mind  is  ffenerallv 
quite  clear.  ^ 

Meanwhile  the  patient  rapidly  loses  flesh,  for 
whilst  his  tissues  are  being  burnt  up  they  are  not 
replaced,  owing  to  defective  assimilation. 

The  countenance  assumes  a  cachectic  hue,  the 
features  are  drawn,  and  are  expressive  of  extreme 
exhaustion  rather  than  acute  suffering.  Towards  the 
end  the  tongue  becomes  dry  and  brown,  and  the 
tainted  sweetness  of  the  breath  more  marked.  Bed-sores 
are  common. 

The  prognosis  turns  upon  (1)  the  possibility  of 
getting  rid  of  the  primary  source  of  infection;  (2) 
the  extent  and  situation  of  the  metastases;  (3)  the 
duration  of  the  fever.  Every  day  that  passes  adds  to 
the  probability  of  recovery. 

Cliai>g:es  in  tlie  wound — The  suppurative 
inflammation  at  first  increases,  in  direct  continuity, 
and  by  the  formation  of  abscesses  at  some  little 
distance  beyond.  The  pus  is  thin— ichorous,  as  it  is 
termed.  Later  on,  the  wound  becomes  drier.  Any 
granulations  that  have  formed  are  destroyed.  The 
neighbouring  veins  are  frequently  thrombosed,  and  on 
cutting  into  them  they  are  found  to  contain  clots  in 
various  stages  of  formation  and  disintegi-ation.  The 
nearest  lymphatic  glands  are  enlarged. 

Metastases — During  life  localised  and  diffuse 
suppurations  7nay  be  met  with  ;  especially  in  the  joints, 
viscera,  and  the  subcutaneous,  subfascial,  and  inter- 
muscular connective  tissue.  The  rajjidity  ^^ith  which 
these  abscesses  form  is  often  remarkable.  Then,  again, 
there  may  be  evidence  of  pneumonia,  plem-isy,  and 
pericarditis.  Tn  rarer  cases  the  eye-ball  is  destroyed, 
and  cerebral  abscess  or  suppuration  in  the  arachnoid 
may  ensue 

Post-mortem  appearances. — Except  in  very 
acute  cases,  where  during  life  the  signs  of  septic 
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intoxication  were  well  marked,  there  may  be  nothing 
very  striking  to  be  seen  post-mortem  in  the  state  of 
the  blood ;  and  the  internal  organs  do  not  show  such 
extensive  congestions,  thromboses,  hpemorrhages,  and 
softenings  as  described  under  septicemia.  But  there 
are  quite  characteristic  lesions  in  the  form  of  multiple 
cii-cum  scribed  metastatic  abscesses,  and  red  infarctions 
in  various  stages  of  softening  and  suppuration.  These 
are  for  the  most  part  wedge-shaped,  and  are  then 
evidently  the  result  of  septic  embolism.  The  contents 
of  the  abscesses  consist  of  disintegrated  tissue  and 
blood  clot,  mingled  with  pus.  They  are  most  fre- 
quently seen  in  the  lungs,  but  they  are  not  uncommon 
in  the  spleen,  kidney,  and  other  organs. 

More  rarely  the  abscesses  are  scattered,  appa- 
rently irrespective  of  the  course  of  the  circulation. 
These,  and  the  occasional  diffuse  suppurations,  are 
probably  the  consequence  of  primary  thromboses,  and 
of  the  phlogogonous  action  of  the  poison  upon  tissues 
predisposed  to  inflammation.  The  same  may  be  said 
of  suppuration  in  the  joints. 

The  primary  wound  will  be  found  infiltrated  with 
pus,  and  the  veins  usually  filled  with  disintegrating 
clots. 

Such  is  a  typical  case  of  pyjemia ;  but  the  signs  of 
septicemia  and  pyemia  may  be  found  in  almost 
endless  combinations  ;  "  for  instance,  sepiicamiia  occurs 
without  a  trace  of  metastases,  with  metastases,  with 
thrombosis  and  embolism  ;  purident  infection  (pyaemia) 
without  a  trace  of  metastases,  with  difiuse  metastases 
and  thrombi,  with  thrombi  alone,  with  tlirombi  and 
emboli  ;  there  are  thrombi  witli  local  sequences  with- 
out emboli,  with  emboli,  with  hemorrhagic  effusions, 
with  apoplexies,  etc."  (Billroth). 

Idjopatiiic  pyii'iiiia.  —  Sometimes  numerous 
abscesses  attended  with  other  pyemic  symptoms  are 
met  with,  without  our  l)eing  able  to  trace  their  origin  ; 
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but  then  the  source  of  infection  may  be  some  poison 
tJiat  Jias  gamed  access  to  the  or-anism  by  the  re- 
spiratory tract,  or  through  some  minute  focus  of  in- 
flammation in  the  alimentary  canal. 

"Acute  necrosis"  seems  to  form  the  link  in  the 
etiological  chain  between  these  and  the  ordinary 
cases  of  traumatic  pyasmia. 

Suppression  of  Urine— Urethral  TEyER 
Suppression  of  urine  is  obstructive  or  non- 
obstructive. In  the  former  case  it  generally  follows 
impaction  of  a  calculus  in  .  one  ureter,  the  kidney  on 
the  other  side  having  previously  been  incapacitated 
by  disease.  Tlie  condition  of  the  patient  is  peculiar, 
for  whilst  the  suppression  may  last  a  week  or  more, 
the  urinous  odour  of  the  breath  is  usually  absent,  and 
there  is  no  dropsy. 

The  passage  of  a  catheter  has  been  kno^vn  to 
cause  death  within  a  fcAv  hours.  The  pathology  of 
such  cases  is  somewhat  complex.  It  cannot  be  ex- 
plained by  simple  reflex  congestion  of  the  kidney,  for 
the  organ  may  not  be  flooded  with  ];.lood  to  the  extent 
that  one  would  suppose  necessary  to  account  for  the 
total  abrogation  of  fiuiction.  It  may  be  that  the  nerve 
irritation  aflects  the  secreting  cells  directly.  The 
suddenness  of  onset  and  the  absence  of  a  large 
wounded  surface  preclude  the  assumption  of  acute 
septic  intoxication  being  the  cause ;  but  probably 
all  the  above-mentioned  factors  combine  in  their 
action. 

Urcfliral  fever  is  the  name  given  to  tlie  general 
state  caused  by  some  injury  to  the  urethra,  such  as 
internal  urethrotomy,  or  forcible  dilatation,  or  even 
simple  catheterism.  It  is  frequently  ushered  in  by  a 
rigor  which  may  be  repeated.  The  temperature 
rises  rapidly.  The  other  symptoms  of  fever  are 
present.  'J'lion  Miere  is  sweating,  and  with  it  a  quick 
decline  in  the  body-heat.    Whilst  the  fever  lasts,  but 
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little  urine  is  passed ;  with  its  disappearance  there 
is  often  a  copious  flow. 

Sometimes  a  considerable  amount  of  blood  is  lost, 
and  this  seems  to  come  from  the  kidney,  for  it  is  well 
mLxed  with  the  urine,  unless  in  such  quantity  as  to 
coagulate  in  the  bladder,  a  circumstance  which  has 
happened  twice  in  the  author's  practice  (once  after 
Holt's  dilatation  and  once  after  easy  catheterism), 
and  its  efi'usion  is  attended  with  decided  relief  from 
pain  in  the  back.  The  cause  of  the  fever  is  apparently 
fourfold  :  (1)  Reflex  congestion  and  consequent  im- 
pairment of  function  of  the  kidney ;  (2)  stimulation 
of  the  nerves  of  an  unusually  sensitive  tract  ;  (3) 
absorption  of  poisonous  matter,  though  this  must  be 
very  slight  in  cases  where  but  little  or  no  injury  is  done 
to  the  urethra  ;  (4)  nervous  irritability  of  the  patient. 

I  have  known  it  ensue  more  than  once  in  the  same 
case  upon  the  withdrawal  of  a  catheter  which  had 
lain  in  the  bladder  for  48  hours  without  causing  the 
least  disturbance. 

In  most,  if  not  in  all  cases,  the  kidney  has  been 
•previously  damaged  by  inflammatory  changes,  espe- 
cially those  found  in  interstitial  nephritis  (surgical 
kidney). 


CHAPTER  VIII. 

ERYSIPELAS. 

Erysipelas  is  generally  described  as  existing  under 
three  forms:  (1)  Simple  cutaneous  erysipelas;  (2) 
phlegmonous  or  cellulo-cutaneous  erysipelas  ;  (3) 
cellulitis ;  tliough  it  is  by  no  means  certain  that  tho 
poison  is  the  same  in  each  case. 

Those  who  believe  in  the  unity  of  the  disease 
explain  the  difierent  results,  (1)  By  the  mode  of 
introduction  of  the  virus;  (2)  by  the  degree  of  its 
concentration ;  (3)  by  the  extent  to  which  the  cuta- 
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neous  and  subcutaneous  tissues  are  predisposed  to  its 
action.  There  is  also  the  fact  of  one  variety  taking 
on  the  characters  of  another.  This  is  especially  the 
case  in  the  cutaneous  and  cellulo-cutaneous  forms. 
The  former  may  end  in  suppuration,  and  the  latter 
spread  superficially  as  a  capillary  lymphangitis ;  and 
both  may  arise  without  the  previous  existence  of  a 
broken  surface  of  skin  or  mucous  membrane.  Cellu- 
litis a])pears  to  be  always  preceded  by  a  wound, 
although  this  is  often  very  slight.  Moreover,  it  may 
be  excited  by  poisons  of  widely  ditFerent  nature; 
e.g.,  that  of  venomous  animals,  unhealthy  matter 
from  inflammatory  foci,  or  cadaveric  fluids. 

Simple  cutaneous  erysipelas  is  generally 
due  to  inoculation  or  infection  of  a  wounded  surface 
(Billroth,  Trousseau);  for  the  so-called  idiopathic 
variety  usually  attacks  the  exposed  parts  of  the 
body,  particularly  the  face,  or  those  most  subject 
to  scratches  or  abrasions,  which  may  be  so  small  as 
to  pass  unnoticed. 

The  poison  is  not  highly  diffusible  through  the 
atmosphere,  but  there  can  be  no  doubt  as  to  this  mode 
of  transmission,  as  shown  by  the  occurrence  of  epi- 
demics and  sporadic  cases. 

That  it  is  of  tlie  nature  of  an  exanthem  is  proved 
by  there  being  a  period  of  inoculation  followed  by  an 
efflorescence  .  or  rash.  It  is  peculiar  in  taking  an 
irregular  course,  and  in  not  conferring  protection  from 
subsecpient  attacks. 

ITIor)>i<l  anatomy. — Erysipelas  may  be  defined 
as  a  K[)ecific  su])erficial  caiaillary  lymphangitis.  It  is 
essentially  due  to  a  micrococcus  wliicli  can  be  cultivated 
artificially.  Even  after  many  cultivations  the  micro- 
cocci are  capable  of  setting  up  the  disease.  The 
nearest  lymphatic  glands  are  always  enlarged  and 
tender,  tliough  they  rarely  suppurate.  The  sw(dling 
may  be  noticed  in  them  before  the  rash  is  manifest. 
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The  affected  skin  is  of  a  bright  red  or  pink  colour. 

It  is  swollen  and  cedematous,  so  that  pressure 
causes  decided  pitting.  The  margin  of  the  eruption 
is  generally  well  defined,  and  raised  above  the  surface 
of  the  healthy  skin,  though  at  times  it  is  indistinct 
and  difficult  to  differentiate  from  that  of  simple 
erythema ;  but  then  the  diagnosis  can  be  made  by  the 
constitutional  symptoms  which  are  quite  pronounced, 
whereas  in  erythema  there  is  little  or  no  general  dis- 
turbance. 

The  part  is  tender  to  the  touch. 

The  exudation  which  causes  the  skin  to  feel  firm 
and  inelastic  may  be  confined  to  the  interstices  of  the 
subcutaneous  tissue  and  the  papillary  layer ;  or  raise 
the  epidermis  into  vesicles  which,  by  their  coales- 
cence, form  bullae.  The  fluid  in  the  vesicles  is  usually 
clear  and  pale,  occasionally  it  is  blood-stained  ;  this 
depends  upon  the  degree  of  vascular  tension  and  dis- 
integration of  the  red  blood-corpuscles.  Tlie  vesicles 
and  bulloB  dry  up  or  burst,  leaving  scabs  without 
ulceration. 

As  the  inflammation  spreads  at  the  periphery, 
it  dies  away  in  the  parts  first  involved.  This  would 
seem  to  prove  that  the  poison  had  worn  itself  out,  or 
that  the  tissues  had  become  insusceptible  to  its  further 
influence. 

When  the  cellular  ti.ssue  is  very  abundant  and  lax 
suppuration  may  occur ;  this  is  most  common  in  the 
scalp  and  eyelids. 

The  surface  of  the  wound  (if  one  e.xists)  look.s 
unhealthy,  grayi.sh,  and  secretes  but  little  pus.  De- 
squamation ensues  on  the  subsidence  of  the  inflam- 
mation, and  the  skin  is  left  slightly  stained. 

As   before   stated,    erysipelas   may   attack  the 
mucous  membrane  of  the  mouth,  nose,  and  pharynx, 
it  tliere  causes  considerable  oedema,  and  there  is 
danger  from  swelling  about  the  glottis. 
G — 2 
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Microscopy. — The  skin  is  infiltrated  with  leu- 
cocytes, and  the  subcutaneous  cellular  tissue  fibres 
are  swollen,  and  more  or  less  dissociated  by  the 
exudation. 

Where  the  morbid  changes  are  active,  the  lym- 
phatics are  said  to  contain  micrococci  (Lukomsky). 

The  lymph  spaces  and  vessels  may  be  choked 
with  wandering  cells.  The  white  corpuscles  while 
contained  within  the  vessels  have  been  found  en- 
larged, and  highly  granular  and  refractive,  possibly 
from  the  presence  of  micrococci. 

The  general  symptoms  appear,  as  a  rule, 
before  the  local — twenty-four  hours,  or  less.  At  the 
commencement,  the  patient  experiences  a  sensation  of 
cold ;  more  rarely  there  is  an  initial  rigor,  and  in 
children  convulsions.  The  temperature  rises  to  104° 
Fahr.,  or  higher.  There  are  Ao  marked  exacerbations, 
unless  the  disease  takes  an  irregular  course  with 
relapses.  In  the  old  and  very  young,  and  in  those 
exhausted  by  suff"ering,  the  symptoms  may  be  asthenic 
from  the  first.   The  duration  of  the  fever  is  indefinite. 

Post-mortem  appearances.  —  Locally,  as 
above  described.  Internally  nothing  may  be  observed 
beyond  the  general  signs  of  continued  high  fever. 

In  very  malignant  cases  there  may  be  evidence  of 
p,cute  blood-poisoning — septicsemia  (^q.v  ) 

The  small  vessels  of  the  lung  (Busk)  and  of  the 
brain  (Bastian)  have  been  described  as  containing 
masses  of  granular  leucocytes. 

Erysipelas  associate*!  witli  septicaemia.— 
This  is  rather  a  coincidence  than  a  transmutation 
of  two  diseases,  probably  quite  distinct. 

Erysipelas,*  by  seriously  impairing  the  vitality  of 
the  tissues,  renders  them  very  susceptible  to  the  action 

•  Boucharil  has  shown  that  the  phlyctenulrc,  or  vesicles  of 
erysipelas,  are  crowded  with,  spherical  organisms,  isolated,  or 
joined  to  form  chaplets. 
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of  poisons  capable  of  setting  up  infective  processes.  It 
is  well  seen  where  puerperal  fever  develops  in  women 
who  have  been  exposed  to  the  infection  of  erysipelas. 

Erysipelatous  lympliangritis. — We  have  said 
that  cutaneous  erysipelas  is  always  and  essentially  a 
lymphangitis,  though  all  the  tissue  elements  of  the 
part  are  necessarily  affected.  But  the  variety  under 
notice,  instead  of  spreading  simply  or  mainly  by 
continuous  implication  of  the  local  capillaries,  follow.? 
the  course  of  the  lymphatic  trunks  from  the  seat  of 
primary  infection  to  the  next  group  or  groups  of 
lymph  glands,  in  this  way  resembling  syphilis.  Thus, 
a  wound  on  the  inner  side  of  the  hand  or  forearm 
sets  up  specific  inflammation  of  the  lymphatics  that 
join  the  supra-condyloid  and  axillary  glands.  The 
path  of  transit  of  the  poison  is  marked  by  a  series  of 
red  lines  which  remain  distinct,  or  become  fused  as 
the  hyperajmia  extends.  The  lymphatics,  and  the 
lymph-paths  in  the  glands,  become  blocked,  and  tlius 
the  infective  matter  is  to  a  great  extent  arrested  in 
its  course  to  the  blood  stream.  Suppuration  not  un- 
commonly occurs  in  the  glands,  and  in  the  cellular 
tissue  about  the  obstructed  vessels,  as  the  result  of  the 
irritation  of  tlie  poison  there  accumulated. 

Plilegfinonotis  or  ccllulo-cutaneous  ery- 
sipelas—This  variety  of  erysipelas  occurs  most 
frequently  in  the  upper  limb.  It  may  arise  sponta- 
neously, or  follow  a  wound.  It  is  characterised  by 
intense  inflammation  of  the  skin  and  subcutaneous 
cc  lular  tissue.  At  first  the  affected  part  is  bright  red 
trf''^-  "-^  exceedingly  tender%o  the 
touch.  As  the  tension  mcreases  the  skin  assumes  a 
shining  aspect,  and  feels  hard  and  brawny.  Later  on 
the  diffu.sed  redness  becomes  varied  by  deep  ma.-oon 

wJ^mltT'^'^i^'  tLomL's'  a  1 

""^TT  indicating 
the  b.eakmg  down  of  the  subcutaneous  tissues.  Qx 
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there  may  be  distinct  fluctuation,  especially  where  the 
phlegmon  is  comparatively  circumscribed.  Meanwhile 
the  skin  is  destroyed  by  a  combination  of  purulent 
liquefaction  and  gangrene.  The  openings  made  by 
the  surgeon,  or  established  spontaneously,  give  vent 
to  the  discharge,  which  is  very  profuse,  and  composed 
of  pus  in  which  shreds  and  flakes  of  sloughy  cellular 
tissue  are  suspended.  Unless  there  be  a  wound,  the 
signs  of  putrefaction  (offensive  smell,  and  emphy- 
sematous crackling  from  the  evolution  of  gases)  are 
absent.  The  process  is  so  rapid  that  the  greater  part 
of  the  integument  of  the  forearm  may  be  destroyed 
within  a  week,  and  the  muscles  and  tendons  laid  bare, 
or  covered  only  with  dirty  gray  sloughs.  From  the 
paucity  of  vessels,  and  the  strangulation  by  the  high 
tension  of  those  that  exist,  the  tendons  frequently 
necrose. 

As  the  cellular  tissue  melts  away  more  quickly 
than  the  skin,  the  latter  becomes  undermined  for  a 
considerable  distance,  and  the  finger  passed  beneath 
it  meets  with  no  obstruction,  or  only  from  some 
isolated  fibrous  bands  that  carry  the  blood-vessels  from 
the  deeper  parts  to  the  skin.  These  vessels  are  often 
plugged  with  clots,  and  this  hastens  the  death  of 
tlie  structures  supplied.  Care  should  be  taken  not 
to  break  them  through,  as  profuse,  dangerous,  and 
even  fatal  htemorrhage  might  be  caused  thereby,  the 
more  so  if  the  cellulitis  has  reached  some  very 
extensive  cellular  tract,  as  the  axilla,  or  subpectoral 
space.  After  the  surface  is  broken,  decomposition  of 
the  fluids  and  dead  tissues  is  set  up,  and  then  the 
ilanger  of  septic  intoxication  and  pyoemia  is  very  great. 

The  inflammation  seems  in  some  cases  to  start 
in  the  slieaths  of  the  tendons  (plilognionous  teno- 
synovitis), constituting  one  form  of  whitlow.  The 
lymphatic  glands  are  not  always  enlarged.  Tlie 
general  symptoms  are  those  of  uitense  inflammatory 
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fever :  the  temperature  reaches  1 05°  Fahr.  ;  there  is 
complete  anorexia  and  great  nervous  exhaustion  ;  tlie 
tongue,  at  first  moist  and  thickly  coated^  tends  to 
become  dry  and  brown,  and  sordes  form  about  the 
teeth.  Death  takes  place  from  exhaustion,  or  acute 
blood-poisoning. 

Phlegmonous  erysipelas  diiTers  from  the  simple 
cutaneous  form  in  the  intensity  of  the  inflammation, 
and  the  absence  of  a  defined  margin  to  the  redness 
and  swelling.  The  points  of  resemblance  are  (1)  that 
one  form  may  excite  the  other ;  (2)  that  both  may 
occur  as  epidemic  outbreaks. 

CeHulitis— The  pathology  of  cellulitis  is  much 
the  same  as  that  of  phlegmonous  erysipelas,  but  the 
skin  is  not  primarily  involved. 

The  inflammation  spreads  with  great  rapidity 
along  the  subcutaneous  and  intermuscular  planes  of 
connective  tissue.  It  is  almost  if  not  always  started 
by  a  wound.  The  part  becomes  swollen  and  oedematous, 
then  boggy  or  indistinctly  fluctuating.  As  the  cellular 
tissue  is  destroyed,  the  skin,  cut  ofl*  from  its  blood- 
supply,  may  become  gangrenous.  There  may  be 
scarcely  any  change  at  the  seat  of  inoculation,  and 
yet  the  most  wide-spread  suppuration  and  sloughincr 
of  the  areolar  tissue  beyond.  * 
_  _  In  pelvic  cellulitis  following  operations,  or  partu- 
rition, the  inflammation  sometimes  spreads  to  the 
peritoneum,  but  not  necessarily  so.  I  have  known 
tiie  serous  surface  to  retain  its  lustre  whilst  suppuration 
had  extended  from  a  lithotomy  wound,  along  the 
course  of  the  ureter  to  the  kidney.  In  injuries  to  the 
scalp  the  destruction  is  sometimes  so  extensive  that 
the  entire  galea  aponeurotica  rides  upon  a  bed  of  pus. 

Cellulitis  of  the  neck  {angina  Ludovici)  may  be 
very  extensive.  It  usually  follows  some  operation,  or 
starts  m  inflammation  of  the  pharynx  or  tonsil,  set  un 
by  a  wound  or  inoculation  with  infective  matter 
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The  lymphatic  glands  are  enlarged,  but  they  do 
not  often  suppiirate,  although  they  may  be  found  gan- 
grenous in  the  sloughy  debris  that  surrounds  them. 

The  constitutional  symptoms  are  strongly  marked 
— high  fever  and  asthenia,  quickly  ending  in  death 
unless  relief  is  given  by  early  incisions.  The  disease 
is  very  fatal  in  all  its  forms,  but  in  no  other  more 
surely  and  rapidly  than  after  jjost-mortem  wounds  with 
inoculation  of  the  poison  from  diffuse  inflammation, 
such  as  peritonitis. 


CHAPTER  IX. 

FURUNCLE,  CARBUNCLE,  AND  MALIGNANT  PUSTULE. 

Fiiriiiiclos,  or  boils,  are  localised  inflammations 
of  the  skin  and  subcutaneous  tissue.  When  occurring 
singly  they  probably  have  a  purely  local  origin  in 
some  extrinsic  irritation,  or  in  the  pent-up  secretions 
of  the  cutaneous  glands  ;  hence  their  frequency  in 
the  axillte  and  perineum.  When  multiple  (furuncu- 
losis)  they  are  generally  considered  as  the  expression 
of  an  unhealthy  state  of  the  blood.  There  can  be  no 
doubt  but  that  they  are  most  frequent  in  persons  out 
of  health,  whether  the  cause  be  ti  ansient  or  abiding. 
Diabetes  and  chronic  kidney  disease  predispose  to 
them.  The  proximate  cause  seems  to  be  an  irritation 
of  tlie  glandular  structures  of  the  skin  by  some  peccant 
material  circulating  in  the  blood. 

Morbid  aiialomy. — The  blood  stagnates  and 
then  coagulates  in  the  capillary  areas  about  the 
sudoriparous  and  sebaceous  glands.  Tliis  entails 
death  of  the  part,  and  inflammation  around  the 
thrombosed  vessels.  As  the  tissues  melt  away  a  bed 
of  pus  is  fornied,  and  the  little  isolated  gangrenous 
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plug  comes  away  as  a  slougli,  oi-  it  liquefies.  The 
further  jDrogress  is  that  of  a  small  acute  abscess. 
More  rarely  the  inflamraatiou  subsides  without  the 
occurrence  of  suppuration,  and  the  swelling  is  then 
termed  a  "blind  boil."  However  acute  the  inflam- 
mation it  never  spreads  to  the  surrounding  parts. 

Carbuincle.  —  A  carbuncle  may  be  defined 
anatomically  as  an  aggregation  of  boils.  It  usually 
occurs  singly,  or  if  there  be  a  succession  of  them  they 
generally  affect  the  same  part. 

The  seat  of  election  is  the  hard  skin  of  the  nape  of 
the  neck,  and  the  back.  This  is  a  good  instance  of 
the  part  played  by  the  tissues  in  the  initiation  of  the 
morbid  processes  that  affect  them. 

Carbuncles  are  most  common  in  old  people,  and  in 
those  who  are  broken  down  by  visceral  disease;  hence 
it  is  a  concomitant  of  diabetes  and  kidney  affections. 

The  minute  anatomy  is  the  same  as  in  furuncle, 
but  the  inflammation  is  much  more  intense,  and 
liable  to  spread  widely  from  the  spot  primarily 
affected.  The  skin  is  intensely  congested  and  hard 
and  brawny  from  fibrinous  exudation.  A  number  of 
small  gangrenous  areas  make  their  appearance,  at  first 
dark,  but  afterwards  pale,  as  the  vessels  are  destroyed 
and  the  colouring  matter  of  the  blood  discharged,  and 
suppuration  is  established  around  them.  The  islets 
of  necrosed  tissue  come  away,  leaving  apertures 
through  which  pus  and  shreds  of  slough  make  their 
escape. 

Very  often  wide  tracts  of  skin  become  gangrenous, 
or  are  lost  by  progressive  ulceration.  Whilst  the 
inflammation  is  subsiding  in  the  centre,  it  spreads  at 
the  periphery,  and  this  may  go  on  until  the  carbuncle 
has  attained  an  enormous  size.  There  is  very  little 
tendency  to  destruction  of  the  subjacent  muscles  and 
fascife. 

The  general  symptoms  are  those  of  high  fever, 
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intense  local  pain,  and  considerable  depression  of  the 
vital  powers. 

The  post-mortem  appearances  are  such  as  would 
be  found  after  any  severe  non-specific  inflammation. 
If  there  be  evidence  of  septic  infection  and  metastases, 
it  is  indicative  of  pyaemia  grafted  upon  the  primary 
disease. 

]YIalig:iiaiit  facial  carbuncle.  —  This  is  a 
disease  which,  unlike  ordinary  carbuncle,  has  a  special 
tendency  to  attack  young  adults.  It  has  been  con- 
founded with  malignant  pustule  {q.v^),  but  it  differs 
from  it  in  its  being  marked  by  rapidly-progressive 
gangrene  and  purulent  infiltration,  in  the  greater 
liability  to  extensive  thrombosis  of  the  veins,  and  in  the 
absence  of  inoculation  from  a  known  specific  source. 

The  local  appearances  much  more  closely  resemble 
those  of  acute  farcy,  but  the  secondary  specific 
metastases  in  the  skin  (farcy-buds)  are  wanting,  and 
there  is  no  history  of  communication  of  the  disease  by 
glandered  horses. 

Malignant  carbuncle  usually  commences  in  the  lip, 
but  Billroth  records  a  case  where  it  began  in  a  scalp- 
wound,  and  Paget  one  in  the  back. 

The  skin  and  subjacent  structures  are  greatly 
swollen  and  congested,  the  vessels  are  thrombosed, 
and  this,  together  with  acute  exudation  and  decompo- 
sition, destroys  the  tissues  with  marvellous  rapidity. 
The  face  is  so  disfigured  that  the  features  are  un- 
recognisable. The  veins,  Avhich  are  filled  with  clots, 
mark  the  course  of  suppurative  ti-acts. 

The  lymphatic  glands  are  swollen. 

There  are  all  the  signs  of  virulent  blood-poi.soning. 
The  disease  is  extremely  fatal,  and  rarely  lasts  longer 
tlian  a  few  days. 

Maligfiiaitt  pustule. — Synonyms,  "  contagious 
carbuncle,"  "anthrax."  In  the  sheep,  liorse,  ox,  etc., 
it  is  known  as   "splenic  fever,"  "joint  murrain," 
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"quarter  evil,"  and  "the  blood."  Malignant  pustule 
is  an  acute  specific  fever,  communicated  to  man  by 
inoculation  with  the  virus  of  splenic  fever  of  cattle, 
etc.  The  contagion  consists  of  a  microscopical 
organism,  the  bacillus  anthracis  of  Cohn,  the  bacteri- 
dium  of  Davaine. 

The  chief  immediate  sources  of  contagion  are  the 
carcases,  hides,  wool,  and  hair  of  animals  that  have 
suffered  from  the  disease;  hence  it  is  generally  met 
with  in  slaughterers,  tanners,  wool-sorters,  etc. 

The  term  "  malignant  pustule  "  is  a  misnomer,  for 
suppuration  is  conspicuous  by  its  absence.  The 
"  pustule  "  first  appears  as  a  bright  red  papule  ;  upon 
this  a  vesicle  forms  and  bursts.  The  central  part  is 
then  converted  into  a  black  eschar  with  brawny 
(Edematous  base,  which  becomes  surrounded  with  a 
crop  of  secondary  vesicles.  It  is  most  common  on 
the  face  and  hands.  It  spreads  deeply  rather  than 
superficially,  in  this  way  differing  from  cai'buncle. 

The  blood  coagulates  in  the  capillaries  from  accu- 
mulation of  the  bacillus  rods,  and  compression  from 
without  of  the  fibrinous  exudation ;  hence  the  cessa- 
tion of  the  circulation  and  the  gangrene. 

The  surrounding  tissues  are  congested  and  oedema- 
tous.  The  size  of  the  central  blackened  eschar  de- 
pends upon  the  duration  of  the  disease.  "It  may 
reach  the  size  of  a  shilling  "  (Greenfield).  The  lymph- 
glands  of  the  part  are  generally  enlarged. 

Besides  their  mechanical  eftect  of  blocking  the 
vessels,  the  bacilli,  either  directly,  or  indirectly 
through  the  products  of  decomposition  which  they 
give  rise  to,  induce  symptoms  of  septic  intoxication. 

Ihese  symptoms  vary  in  kind  and  degree  The 
temperature  may  rise  to  104«  or  even  higher,  or  it 
may  be  subnormal.  The  general  blood-poisoning  is 
not  always  proportionate  to  the  intensity  of  the  local 
iesion.    In  severe  cases  the  condition  is  that  described 
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by  Murcliison  as  the  "  typhoid  state " — mental  de- 
pression, muttering  delirium,  broAvn  tongue,  muscular 
weakness,  etc. 

Post-mortem. — The  blood  is  found  more  or  less 
fluid,  dark,  and  sometimes  tarry.  The  intioia  of  the 
vessels  is  stained  with  hsemoglobin  set  free  by  destruc- 
tion of  the  red  corpuscles  during  life.  There  are  local 
congestions,  ecchymoses,  and  sometimes  more  diffuse 
extravasations,  and  more  rai'ely  wedge-shaped  infarc- 
tions, in  different  parts  of  the  body.  The  lungs  are 
congested,  as  is  also  the  mucous  membi^ane  of  the 
alimentary  canal.  There  are  often  subserous  and  sub- 
mucous petechise. 

History  of  tlie  micro  -  org^anism.  —  The 
bacillus  anthracis  consists  of  rods  varying  from  -j-JQ^th 
to  YgVo^^  inch  in  length.    They  are  motionless, 

and  for  the  most  part  straight  or  slightly  curved. 
The  central  protoplasm  is  contained  in  a  denser  casing. 
The  rods  multiply  by  fission.  They  also  give  rise  to 
spores  by  differentiation  of  the  protoplasm,  and  these 
are  set  free  by  splitting  or  solution  of  the  encasing 
substance.  The  spores  grow  into  rods,  and  thus  the 
cycle  of  development  is  completed. 

The  spores  are  very  "tenacious  of  life;"  they 
survive  desiccation  and  subjection  to  very  high 
temperature  (100°C.).  The  rods  are  destroyed  by 
putrid  decomposition,  and  by  exposure  to  much  lower 
heat  than  suffices  to  kill  the  spoi-es. 

The  bacilli  can  be  cultivated  artificially  in  nitro- 
genous fluids,  in  the  presence  of  oxygen.  As  their 
development  advances  their  virulence  increases.  The 
disease  can  be  communicated  from  animal  to  animal 
ad  infinitum,  so  the  process  is  a  truly  infective  one. 

Oi  lier  forms  of  the  <Iiscasc. 

1.  Maligiiaiit  antlirax  wdcma. —  Firm  gela- 
tinous redenia  is  met  with  in  various  parts,  especially 
the  eyelids.    Tlie  typical  pustule  is  absent. 
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2.  Internal  anthrax. —  There  is  no  pi-imaiy 
lesion  of  the  skin.  The  poison  is  absorbed  by  the 
respiratory  or  alimentary  mucous  membrane.  The 
post-mortem  appearances  may  be  simply  those  of  acute 
blood-poisoning — anthracasmia.  More  commonly  there 
are  gross  changes  in  the  pulmonary  and  alimentary 
tracts  in  the  form  of  congestion,  thrombosis,  haemorr- 
hage, and  inflammation.  There  is  often  brawny 
oedema  of  the  cellular  tissue  of  the  neck,  and  enlarge- 
ment of  the  cervical,  mediastinal,  and  mesenteric 
glands. 


CHAPTER  X. 

HYPERTROPHY. 

Hypertrophy  may  be  simple  or  numerical,  accord- 
ing as  the  increase  in  bulk  is  due  to  a  simple  enlarge- 
ment of  pre-existing  elements  or  an  addition  to  their 
number.    Usually  the  two  arc  combined. 

Hypertrophies  stand,  so  to  speak,  between  in- 
flammatory enlargements  and  the  new  formations ; 
but  were  an  attempt  made  to  sharply  define  and 
separate  them  from  these  groups  on  strict  pathological 
grounds,  a  number  of  cases  which  by  common  con- 
sent are  regarded  as  hypertrophies,  would  have  to  be 
excluded;  e.g.,  corns  and  the  bursse  found  beneath 
them,  thickened  bones,  enlarged  hairs  and  papillte 
around  chronic  ulcers,  enlarged  prostate,  etc. 

Hypertrophies  are  essentially  homoplastic  ;  tumours 
are  frequently  heteroplastic. 

In  hypertrophy  proper  the  tissue  is  well  organised, 
and  there  is  a  coiTesponding  increase  in  vital  activity, 
wliilst  in  inflammation  there  is  a  lowering  of  histo- 
logical type  and  a  decrease  of  functional  power.  As 
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a  rule,  the  increment  of  nutrition  is  preceded  by  a 
call  for  it,  "  ubi  stimulus  ibi  affluxus;"  but  now  and 
again  this  is  reversed. 

Hypertropliies  classified — (1)  Spontaneous; 
(2)  compensatory  ;  (3)  irritative. 

The  spontaneous  comprise  certain  develop- 
mental and  anomalous  forms. 

In  developmental  hypertrophy  there  is  an  irre- 
gular evolution  as  regards  the  mode  and  extent  of 
growth. 

It  is  either  congenital,  as  when  a  child  is  born 
with  an  enlarged  hand  or  foot  j  or  it  comes  on  later  in 
life,  at  the  time  of  a  fresh  phase  of  developmental 
activity ;  e.g.,  a  general  hypertrophy  of  the  breast 
about  the  age  of  puberty  and  early  womanhood. 

Enlai^gement  of  the  prostate  in  old  men  may  be 
cited  as  an  anomalous  case,  there  being  no  satisfactory 
explanation  of  its  cause  ;  and  the  same  may  be  said  of 
enlargements  of  the  thyroid,  thymus,  and  tonsils. 

Compensatory  hypertropliies  are  for  the  pur- 
pose of  overcoming  inci'eased  resistance,  or  for  sub- 
stituted action.  Thus  the  muscular  coat  of  the  bladder 
increases  in  bulk  that  it  may  cope  with  the  extra 
load  thrown  upon  it  by  a  stricture  of  the  urethra 
or  an  enlarged  prostate.  It  would  appear,  however, 
that  in  some  instances  hypertrophy  is  dependent 
simply  upon  increased  exercise  of  healthy  action, 
such  as  is  found  in  the  irritable  bladders  of  children, 
where  there  is  no  hindrance  to  the  escape  of  urine. 
The  heart,  gall  bladder,  intestine,  and  ureters  furnish 
examples  of  hypertrophy  from  obstruction  d,  /route. 
!N"ow,  since  a  continuous  or  frequently  recurring 
stimulus  is  necessary  to  this  form  of  hyj)ertropliy, 
it  is  evident  why  the  involuntary  nniscles  should 
exhibit  it  more  than  the  voluntary.  Voluntary 
muscles  {e.g.,  of  the  limbs)  increase  in  bulk  up  to  a 
certain  point  when  called  into  unwonted  action,  but 
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beyond  tins  they  tire,  and  then  the  repair  during  the 
shortened  intervals  of  rest  is  not  equal  to  the  loss  sus- 
tained by  over-exercise.  But  where  there  is  naturally 
more  or  less  continuous  action,  as  in  the  involuntary 


^--Hypertrophy  of  Bladder  from  Hydatid  Cyst  in  the  Pelvis 
llie  parasite  during  its  growth  irritated  the  muscular  coat  of  the 
bladder.  The  mflammati^ry  thickening  at  the  base  of  the  viscus 
caused  a  certain  amount  of  obstruction.  vit>cus 
a, Wall  of  hladdLT  seen  in  section;  h.  inner  surlnce  coRraelv  fascirul-itpri  •  ^ 

muscles,  there  is  scarcely  any  limit  to  hypertrophy 
so  long  as  there  is  no  interference  with  the  supply 
ot  properly  oxygenated  blood.  Thus  there  is  nothincr 
to  show  that  thickening  of  the  muscular  coat  of  the 
intestine  above  a  stricture  ceases  of  itself  whilst  the 
resistance  continues. 


94 


Surgical  Pathology. 


The  same  holds  good  in  all  other  instances  where 
the  natural  stimulus  is  intermittent;  e.g.,  in  the 
glandular  organs,  such  as  the  testicles. 

If  one  kidney  be  crippled  or  destroyed  by  disease, 
the  other  undergoes  considerable  enlargement.  There 
is  undoubtedly  an  increase  in  the  size  of  the  tubules, 
but  whether  new  ones  are  formed  is  a  disputed  point. 
Paget  asserts  there  are. 

If  the  tibia  be  short  from  arrested  growth,  from 
injury  or  disease  of  the  epiphysis,  the  length  of  the 
limb  may  be  preserved  partially  or  entirely  by  an 
elongation  of  the  femur. 

Allied  to  these  forms  are  the  associated  hyper- 
trojMes,  where  the  changes  follow  others  in  parts 
intimately  connected  with  them  ;  e.g.,  eccentric  hyper- 
trophy of  the  bones  of  the  skull,  when  the  contents 
of  the  latter  are  increased,  and  concentric  when  they 
are  diminished.  The  thickening  in  these  cases  is  best 
seen  at  the  seat  of  the  original  centres  of  ossification. 

The  irritative  li^-pertropliics  are  caused  by 
intermittent  pressure,  for  continuous  pressure  lead's 
to  atrophy.  Thus  the  papillae  become  enlarged,  and 
the  epidermis  is  thickened  in  the  form  of  corns  and 
callosities  ;  and  beneath  these  bursas  may  develop  to 
diffuse  the  abnormal  pressure  from  a  tight  shoe,  or 
that  misdirected  in  club  foot. 

In  all  cases  of  hypertrophy  there  is  an  increased- 
supply  of  blood,  and  the  more  active  the  renewal 
the  more  nearly  do  the  new-formed  elements  con- 
form to  tlie  physiological  type.  Thus  in  the  preg- 
nant uterus  the  circulation  is  very  active,  and 
there  is  a  rapid  and  i)erfoct  reproduction  of  in- 
voluntary muscular  fibres,  and  also  an  enlargement  of 
pi-e-existing  fibres  from  excessive  nutrition.  As  the 
necessity  for  tlie  hypertrophy  is  withdrawn  after 
delivery,  atrophy  sets  in  ;  the  firm  contraction  of  the 
muscular  walls  itself  diminishing  the  blood  su^iply. 
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But  let  some  mechanical  cause  interfere  Avith  the 
natural  involution  of  the  uterus,  and  the  oi-gan  will 
remain  enlarged  for  an  indefinite  period,  not  from  mere 
failure  of  the  atrophic  change  in  the  muscular  fibres, 
but  from  overgrowth  of  connective  tissue  (areolar 
hyperplasia),  the  result  of  mechanical  congestion. 

These  cases  show  how  a  chronic  inflammatory- 
enlargement  may  overlap  and  simulate  a  true  physio- 
logical hypertrophy ;  and  there  can  be  no  doubt  but 
that  the  latter  may  be  maintained  to  some  extent  by 
the  increment  of  nutrition  set  up  by  the  local  me- 
chanical hypersemia. 

When  the  original  stimulus,  instead  of  being 
physiological  and  simply  calling  for  increased  func- 
tional power,  is  an  artiflcial  one  {e.g.,  friction  against 
the  skin,  or  the  irritation  of  the  hair  follicles  and 
papillae  and  subjacent  bone  in  a  case  of  chronic  ulcer), 
the  plastic  exudation  is  not  all  used  up  in  fashioning 
tissues  after  the  likeness  of  the  normal  histological 
elements  of  the  part.  Some  at  least  pass  no  farther  from 
the  embryonic  type  than  indurated  connective  tissue. 

It  would  be  a  distinct  gain  if  the  word  hyper- 
trophy were  reserved  for  cases  where  there  is  a  call 
for  increased  functional  activity  and  compensation, 
and  the  term  irritative  overgroivth  employed  to  desio-- 
nate  those  arising  from  accidental  stimulation.  * 


CHAPTER  XL 

ATROPHY. 


Development  and  growth ;  discharge  of  healthy 
function,  with  maintenance  and  repair;  and  finally 
a  declme  and  death,  make  up  the  sum  total  of  the  life- 
history  of  all  the  tissues.  The  wasting  of  old  a-e 
can  scarcely  be  looked  upon  as  evidence  of  disease ; 
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but  it  rarely  happens  that  the  individual  passes 
tlirough  his  existence  free  from  abnormal  change. 
People  grow  old  before  their  time;  some  in  one 
structure,  others  in  another. 

This  premature  agedness  may  show  itself  in 
blanching  and  loss  of  hair,  decay  of  teeth,  loss  of  the 
elastic  tread  of  youth,  senile  atrophy  of  the  brain,  or 
weak  and  fatty  heart. 

All  these  conditions  are  attended  with  a  diminution 
in  the  nutrition  of  the  tissues  whereby  theu-  proper 
constituents  lose  in  bulk  and  function. 

Atrophies  are  siviple  or  essential,  or  secondary  to 
some  more  actively  destructive  process.  The  former 
we  see  in  the  arcus  senilis  and  degenerated  arteries 
of  the  aged,  the  latter  in  wasting  of  a  bone  by 
pressure  of  an  aneurism  or  its  interstitial  absorption 
by  inflammation,  cancer,  rickets,  or  molbties  ossium. 

Inflammatory  diflfers  from  simple  atrophy  ia  that 
it  is  often  followed  or  accompanied  by  constructive  or 
organising  changes.  Thus  osteophytes  are  almost 
always  found  in  the  neighbourhood  of  joints  destroyed 
by  caries. 

Causes  and  varieties   of  atrophy.  —  (1) 

Natural  or  physiological  atrophies;  e.g.,  of  the  uterus 
after  pai'turition,  of  the  breast  after  lactation,  of  the 
testicles  of  the  deer  after  the  rutting  season. 

To  these  may  be  added  the  sjDontaneous  withering 
of  the  thymus  and  the  thyi*oid  glands,  and  simple 
senilfi  wasting. 

(2)  A  part  may  waste  from  want  of  its  proper 
amount  of  functional  stimulm,  as  in  the  case  of 
jiaralysed  muscles,  of  the  optic  nerve  fi'om  blindness, 
and  of  amputation  stumps. 

(The  natural  stinuihis  to  the  nutrition  of  a  bone 
is  the  contraction  of  the  muscles  attached  to  it  ;  and 
after  an  auiputation  tlie  muscles  have  less  work  to  do.) 

(3)  Atropines   of  nervous   origin. — The  loss  of 
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nutrition  may  be  largely  influenced  by  disease  of  the 
nervous  system. 

_  The  secondary  descending  degenerations  of  the 
spinal  cord,  consequent  on  lesions  in  its  substance 
higher  up,  or  in  the  brain ;  the  wasting  of  the  distal 
portion  of  a  divided  nerve ;  and  the  absorption  of  the 
articular  ends  of  the  bones  in  locomotor  ataxia, 
are  instances  in  point. 

(4)  Partial  deprivation  of  blood-supphj,  as  when, 
m  fracture  of  the  shaft  of  a  long  bone,  the  nutrient 
artery  is  torn;  or  the  brain  and  heart  soften  from 
obstruction  in  their  vessels. 

Then  there  are  numerous  instances  showing  the 
result  of  contimioiis  pressure.  Absorption  of  the  hard 
palate  by  a  badly  fitting  obturator ;  erosion  of  the 
vertebra;  by  an  aneurism  or  tumour  (Fig.  3) ;  changes 
of  shape  of  the  ends  of  bones  in  unreduced  disloca- 
tions ;  the  ball-and-socket  pseudarthrosis  of  an  ununited 
fracture;  and,  lastly,  shrinking  of  the  testicle  from 
varicocele. 

(5)  Excessive  functional  activitij  tells  its  tale  in 
the  form  of  atrophy  of  overworn  jaded  braiiis. 

ihe  waste  from  the  great  expenditure  of  nutritive 
force  IS  not  repaired  for  want  of  the  natural  term 
01  rest. 

When,  exceeding  the  ratio  of  general  emaciation, 
the  heart  grows  smaller,  to  accommodate  itself  to  a 

This  is  sometimes  masked  by  a  relative  hyper- 
natient'  "n'''  ''''''''  ^^^'^^  ^^^^ 

rThthhk  nt?   ''''  '"'li*  wasting"  o 

phthisis  or  cancer,  and  liypertrophied  from  the  obstruc- 
tion of  arterio-capillary  fibrosis  (Sibson). 

its  eflbcrbv""""""'?"';-^'^^  proces/may  work  out 
Its  eflcct  by  a  simple  diminution  in  the  size,  and 
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eventual  loss  in  number,  of  the  tissue  elements,  those 
that  remain  being  natural  in  aj)pearance  and  con- 
sistence ;  e.g.,  the  fibres  of  striated  muscle.  But  more 
often  obvious  degenerative  changes  can  be  seen,  the 
chief  being  those  due  to  fatty  metamorphosis  and 
infilti'ation.  Muscles  that  have  lain  fallow  for  a  long 
time  from  paralysis,  or  from  forced  rest  in  joint 
disease,  as  a  rule  become  pale  and  soft.  The  bones 
which  in  the  latter  case  are  the  seat  of  interstitial 
absorption,  have  their  spaces  filled  with  fat,  and 
readily  fracture  when  attempts  are  made  to  break 
down  adhesions  in  the  articulations. 

Perhaps  the  best  example  of  fatty  atrophy  is  the 
m-cus  senilis  of  the  cornea,  which  commences  in  a 
degeneration  of  the  stellate  corpuscles.  It  is  a  con- 
dition of  great  pathological  and  clinical  importance,  from 
its  frequent  association  with  wide-spread  vascular  decay. 

Probably  some  of  the  deaths  from  chloroform  are 
caused  by  acute  distention  of  the  degenerated  walls  of 
the  right  cavities  of  the  heart  during  the  struggling 
stage,  rather  than  by  the  direct  eflect  of  the  poison. 

In  addition  to  fatty  transformation  of  the  proper 
elements,  the  connective  tissue  cells  become  loaded 
with  fat  from  infiltration ;  and  in  this  way  an  organ 
or  tissue  in  an  advanced  stage  of  essential  atrophy 
may  retain  or  exceed  its  normal  bulk  ;  e.g.,  the  en- 
larged calves  in  pseudo-hypertrophic  paralysis. 

In  certain  structures  pigment  granules  are  de- 
posited. This  is  particularly  the  case  with  the  ganglion 
cells  of  the  nerve  centres  ;  e.g.,  those  in  the  anterior 
cornua  of  the  grey  matter  of  the  spinal  cord  in 
infantile  paralysis. 

As  nutrition  fails  in  the  muscular  coat  ot  tlie 
.small  and  medium-sized  arteries,  in  the  rib  cartilages, 
and  in  many  other  situations,  the  parts  become  petrified 

with  lime  salts. 

Iiifiauimatory  deposits  waste  by  a  fatty  and  a 
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mucoid  or  " liquefactive  degeneration."  The  latter 
cliange  is  best  observed  in  caries  of  bone.  There  the 
protoplasm  of  the  cells  becomes  fluid,  and  "lactic  acid 
IS  formed  (Cornil  and  Ranvier). 

Atrophy  of  bone. — That  continuous  pressure 
causes  atrophy,  and  intermittent  pressure  Jiypertrophy, 
are  sometimes  seen  in  the  same  preparation. 

In  the  museum  of  St.  Mary's  hospital  there  is  a 
portion  of  the  dorsal  spine  in  which  the  vertebra  have 


Cncollons  ^.olf'tlZlnVn^'"^  absorbed  by  au  Aneurism. 

J-ne  nooi  of  the  cavity  is  quite  uniform, 
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contrasting  with  the  irregularity  produced  by  caries 
or  malignant  disease. 

On  the  right  side  these  vertebrfe  have  become 
anchylosed  by  the  formation  of  a  considerable  amount 
of  new  bone;  i.e.  there  is  loss  of  substance  on  the 
left  side  and  central  portions  where  the  pressure  was 
constant^  whereas  the  right  margin,  which  was  subject 
only  to  the  intermittent  pulsation  of  the  aneurismal 
sac,  is  hypertropbied  (Fig.  3).  According  to  Paget, 
the  cancellous  tissue  is  not  exposed  in  these  cases,  a 
layer  of  compact  bone  covering  the  surface.  The  spe- 
cimen in  question,  however,  shows  in  some  parts  the 
open  fretwork  of  the  interior  of  the  vertebrae,  though 
not  so  plainly  as  in  caries  or  cancer. 

The  modus  02Jcrandi  of  the  pressure  is  obvious  ; 
the  blood-vessels  of  the  adjacent  layer  are  compressed, 
and  the  bone  wastes  from  want  of  its  proper  nutritive 
supply,  and  from  absorption  by  granulation  tissue. 

The  bones  in  old  age  undergo  a  rarefaction  and  the 
earthy  salts  are  increased ;  hence  they  easily  break. 
Intracapsular  fracture  of  the  neck  of  the  femur  from 
slight  force  indirectly  applied  is  an  instance  of  this. 
The  atropliy  in  these  cases  is  ecccD'  ■  The  size  and 
shape  of  the  bones  are  not  necessarily  altered.  ^  The 
medullary  canal  is  enlarged.  In  edentulous  jaw.s, 
however,  the  alveolar  margin  is  absorbed,  aiul  the 
bones  are  in  every  way  smaller,  because  the  jaws  are 
less  used  for  the  purposes  of  mastication. 

AtB-opliy  of  muscle.— The  various  causes  of 
atrophy  are  Avell  illustrated  in  the  muscles,  voluntary 
and  involuntary,  plain  and  striped. 

Disuse  leads  to  wasting  of  the  muscular  coat  of  the 
bowel  below  an  artificial  anus. 

The  muscles  of  an  amputation  stump  gradually 
shriuk  and  shorten  from  interstitial  atrophy,  and  not 
from  functional  contraction.  This  is  one  reason  why 
artificial  socket-limbs  are  not  ordered  for  some  months 
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after  operation,  for  thev  take  their  bearing  chiefly 
from  the  general  surface  of  the  stump. 

If  the  flaps  are  too  short,  the  atrophic  shortening 
may  stretch  the  cicatrix  over  the  end  of  the  stump, 
and  cause  obstinate  ulceration. 

If  muscles  be  kept  habitually  shortened,  as  in 
flexion  and  adduction  of  the  thigh  from  hip-joint 
disease,  they  will  shrink.  This  may  offer  a  serious 
bar  to  the  straightening  of  the  limb,  and  may  necessi- 
tate division  of  the  tendons. 

In  acute  inflammation  of  joints,  the  irritation  of 
the  articular  nerves  seems  reflexly  to  impair  the 
nutrition  of  the  associated  muscles,  and  to  lead  to  a 
wasting  out  of  proportion  to  the  disuse. 

iJisease  of  the  motor  ganglion  cells  of  the  spinal 
cord  in  progressive  muscular  atrophy  and  in  infantile 
paralysis  causes  a  corresponding  wasting  of  the  muscles 
supplied  by  them. 

In  infantile  pai'alysis,  where  the  loss  of  power 
is  often  sudden  and  complete,  the  subsequent  Avasting 
from  disuse  may  to  some  extent  be  averted  or  re- 
moved by  an  artificial  stimulus,  such  as  passive  move- 
ment or  electricity. 

When  there  is  advanced  general  fatty  degenera- 
tion of  the  muscular  system,  no  operation  should  be 
undertaken  that  is  not  absolutely  necessary,  for  the 
nuti'itive  activity,  which  is  at  a  very  low  ebb,  would 
not  unlikely  fail  to  repair  an  extensive  wound 

Atrophy  of  nci-ves.—In  addition  to  what  has 
been  already  said,  we  may  cite  softening  of  the 
brain  from  ligature  of  the  carotid,  embolism,  etc 
degeneration  of  nerves  whose  function  has  been 
annulled  or  impaired;  e.g.,  in  amputation  stun,i..s. 
According  to  Dickinson,  the  bulk  of  the  nerve  may  be 
retauied  but  the  fibres  wasted,  fat  and  connective 
tissue  taking  their  place. 
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CHAPTER  XII. 

FATTY  INFILTRATION — FATTY  DEGENERATION, 

Physiologically,  fat  exists  in  the  animal  tissues 
in  two  forms,  firstly,  in  combination  with  albuminoid 
constituents,  and  secondly,  in  the  free  state,  as 
granules  or  droplets  in  the  cells.  In  Like  manner  we 
find  it  in  pathological  states  either  as  a  mere  infiltra- 
tion, or  as  the  result  of  metamorphosis  of  cell  proto- 
plasm. 

Fatty  infiltration.— The  cells  of  the  liver,  and 
especially  those  forming  the  outer  zone  of  the  lobules, 
always  contain  a  certain  amount  of  fat,  elal^orated  and 
stored  up  by  the  functional  and  nutritive  activity  of 
their  protoplasm.  This  is  notably  increased  during 
digestion.  The  excess  is  used  up  in  the  intervals  of 
feeding  to  sujjply  the  requirements  of  the  system,  both 
for  maintenance  and  repair. 

By  its  combustion  heat  is  given  off",  and  this  keeps 
up  the  normal  temperature,  and,  being  transmuted 
into  physical  force,  works  the  complicated  machinery 
of  the  body. 

The  villi  of  the  intestines  and  the  lacteals  are  also 
loaded  with  fat  during  digestion. 

Under  ordinary  conditions  the  balance  between 
waste  and  sfipply  is  maintained  ;  but  this  may  be  lost 
on  either  side.  Thus,  if  the  amount  of  food  be  in- 
sufficient, fat  quickly  disappears  from  the  cells,  and 
the  animal  emaciates.  On  the  other  hand,  obesity  is 
the  consequence  of  overfeeding  and  inaction.  (The 
question  of  demand  and  supiily  is  too  often  lost  sight 
of  in  the  treatment  of  patients  taken  from  active  life 
and  suddenly  confined  to  bed.  Apart  from  indiscre- 
tion in  di(;t,  such  a  condition  is  sufficient  in  itself  to 


Chap.  XII.] 


Fatty  Infiltration. 


103 


cause  furred  tongue,  indigestion,  headache,  and  a  rise 
of  one  or  two  degrees  in  the  body  temperature. 
Hence  the  advantage  of  complete  rest  and  modihed 
regitnen  for  some  days  prior  to  the  performance  of 
any  severe  operation.) 

It  is  impossible  to  sav  where   a  physiological 
becomes  a  pathological  adiposity,  but  certain  it  is  that ' 
the  secretory  function  of  an  organ  may  be  strained  by 
excess  of  work,  just  as  much  as  a  muscle  used  beyond 
certain  limits  will  tire  and  waste. 

There  can  be  no  doubt  but  that  overfeeding  lonf^- 
contniued  is  a  cause  of  organic  disease  of  the  liver, 
and  this  again  of  the  Avhole  of  the  digestive  system. 
The  connection  between  the  "  pleasures  of  the  table  " 
and  haemorrhoids  is  well  known. 

Although  fatty  degeneration  and  infiltration  are 
quite  distinct  processes,  they  are  not  uncommonly 
associated  ;  e.g.,  in  "fatty  heart"  the  muscular  fibres 
have  undergone  a  retrograde  change,  their  constituent 
fat  having  been  liberated.  At  the  same  time  a  con- 
siderable accumulation  of  fat  in  the  cells  of  the 
connective  tissue  beneath  the  pericardium  and 
between  the  muscular  fasciculi  is  far  from  rare. 
Again,  in  certain  paralytic  states,  aiid  especially  in 
"  pseudo-hypertrophic  paralysis,"  the  muscles  are 
enlarged  in  the  gross  in  spite  of  the  wasting  from 
fatty  atrophy  of  their  fibres.  There  is  an  infiltratioir 
witliin  the  sarcolemma  and  between  the  muscular 
bundles. 

The  mere  disuse  of  a  part  is  often  followed  by  a 
marked  fatty  infiltration;  tlius,  if  a  limb  be  kept 
fixed  for  a  long  time,  the  bones  become  rarefied  from 
simple  atrophy,  and  tlie  cells  in  the  enlarged  cancellous 
spaces  filled  with  fat.  A  similar  chan-c  is  observed 
in  the  muscles  The  bones  are  rendered  more  fragile, 
and  so  easily  break  on  applying  force  to  overcome 
stillness  m  the  joints.   The  muscles  are  less  contractile, 
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and  hence  amputation  flaps  retract  but  little,  and  their 
state  of  lowered  vitality  does  not  conduce  to  rapid 
healing. 

In  phtMsis  a  noteworthy  feature  is  enlargement 
of  the  liver  from  fatty  iiitiltration.  The  reason  of 
this  is  not  clear.  It  may  be  from  the  impaired 
function  of  the  lungs,  but  it  must  not  be  forgotten 
that  high  temperature  leads  to  a  general  absorption 
of  adipose  tissue,  and  it  may  be  that  the  blood  thus 
overloaded  is  relieved  of  its  incubus  by  the  liver. 

Finally,  although  fatty  intiltration  may  mechani- 
cally impede  the  contraction  of  muscle,  and  hamper 
the  secretory  function  of  glands  such  as  the  liver,  it  is 
not  incompatible  with  the  continued  life  and  activity 
of  the  tissue  elements  atlected. 

Fatty  degeBicratioii. — Here  there  is  a  true 
metamorphosis  of  the  cell  protoplasm.  By  some  it  is 
alleged  that  albuminoid  bodies  are  converted  directly 
into  fat,  but  it  is  more  probable  that  fat  normally 
exists  as  a  constituent  of  cell  composition  in  intimate 
combination  with  nitrogenous  substances. 

As  the  result  of  chemical  decomjjosition,  the 
constituent  fat  is  set  free,  and  appears  as  minute 
particles,  giving  a  granular  appearance  to  the  cells. 

Physiologically,  fatty  degeneration  occurs  in  the 
mamma,  and  the  sebaceous  and  ceruminous  glands. 
The  functional  activity  of  the  cells  involves  an  end 
to  tlieir  vitality.  They  become  loaded  with  fat,  then 
disintegrate  and  set  free  their  contents.  In  the 
meantime  new  cells  replace  those  that  have  dis- 
aj^peared,  and  so  the  balance  of  nutrition  of  the 
secreting  structures  is  maintained  as  long  as  suHicient 
pabulum  is  afforded,  and  the  secretion  is  carried  on 
within  natural  limits.  Over-action  leads  to  exhaustion 
and  wasting. 

During  tlio  in\'olution  of  the  uterus  after  par- 
turition the  hypertrophicd  muscular  hbres  undergo 
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retrograde  fatty  metamoriohosis  prior  to  absorption  ; 
and  the  same  happens  in  the  corijus  luteum  in  the 
ovary. 

In  old  age  fatty  degeneration  plays  an  important 
part  in  the  natural  decay  of  the  tissues.  Of  such 
nature  is  the  arcus  senilis  of  the  cornea.  As  a  rule, 
this  first  appears  in  the  upper  segment  as  a  dull, 
whitish  crescent,  at  a  short  distance  from  the  sclero- 
corneal  junction.  A  second  crescent  is  formed  below, 
and  these  two  extending,  the  circle  is  completed.  It 
is  of  little  clinical  importance  in  itself,  but  it  serves 
as  an  index  to  similar  changes  in  other  parts  of  the 
body,  and  particularly  the  vascular  system.  It  points 
to  the  likeliliood  of  fatty  degeneration  of  the  heart 
and  arteries,  and  thus  to  the  dangers  of  syncope  and 
apoplexy. 

It  is  an  interesting  fact  that  in  an  eye  that  has 
been  the  seat  of  organic  disease,  even  though  all 
visible  signs  have  disappeared,  the  fatty  degeneration  of 
the  corneal  corpuscles  will  come  on  earlier  than  in  the 
previously  sound  eye.  This  is  a  good  example  of  lowered 
vitality  constituting  a  "  locus  resistentiaj  minoris." 

Another  instance  of  fatty  degeneration  and  natural 
decay  of  tissue  elements  is  seen  in  the  epithelioid  cells 
hmng  the  large  arterie.s,  which  we  have  observed  in 
children  only  tliree  years  of  age  (Fig.  4,  a).  This,  and 
the  senile  changes  above  referred  to,  can  scarcely  be 
regarded  as  signs  of  disease.    ( Vide  Atrophy  ) 

At  the  same  time,  these  fatty  degeuerations  from 
old  age  are  of  the  greatest  moment  in  the  consideration 
of  surgical  pathology,  bearing  so  directly  as  they  do 
upon  the  prognosis  of  disease,  and  the  repair  of 
wounds.  Ihey  would  count  in  the  scale  against  the 
performance  of  operations  that  are  not  absolutely 
necess.ii-y.  >^i<.iuci_y 

Csiuses  of  fatty  clcgenci  ation  The  cir 

cumstances  that  conduce  to  fatty  degeneration  are, 
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(1)  Inherent  disposition  to  decay  ;  (2)  defective  vas- 
cular supply;  (3)  rapid  growth;  (4)  high  temperature  ; 
(5)  the  action  of  poisons. 

There  may  be  a  combination  of  causes,  as  in 
inflammation  and  the  acute  fevers,  especially  those  of 
infective  oiigin  : 

(1)  This  was  discussed  when  speaking  of  true 
physiological  degenerations,  and  the  allied  changes 
dependent  on  old  age.  To  these  may  be  added 
cataract  of  the  crystalline  lens,  and  notably  the  fluid 
and  soft  varieties. 

(2)  There  are  several  ways  in  which  deficient 
sujiply  of  blood  entails  fatty  degeneration.  It  is 
seen  in  its  simplest  form  in  diseases  that  diminish  the 
elasticity  and  lessen  the  calibre  of  the  arteries,  either 
by  a  primary  calcification  of  the  middle  coat,  or 
thickening  and  irregularity  from  chronic  and  sub- 
acute arteritis.  This  is  well  illustrated  in  the  heart. 
At  times  the  orifices  of  the  coronary  arteries  are 
greatly  narrowed  from  atheroma  of  the  first  part  of 
the  aorta ;  more  frequently  the  walls  of  the  arteries 
themselves  are  extensively  affected  as  well.  Anasmia  (in 
its  physiological  sense)  over  wide  tracts  follows  obstruc- 
tion from  embolism  and  thrombosis  and  their  conse- 
quent infarctions,  the  extent  of  it  depending  upon  the 
freedom  of  the  collateral  circulation.  In  the  brain, 
where  this  is  very  limited,  softening  is  sure  to  ensue 
if  a  vessel  of  considerable  size  be  blocked.  Althougli 
three  varieties  of  cerebral  softening  are  described 
{red,  yellow,  and  ivhite),  there  are  two  factors  only 
that  contribute  to  the  result  :  firstly,  the  suddenness 
and  completeness  of  arrest  of  the  blood  stream  ;  and 
secondly,  by  imiAication,  the  amount  of  blood  in  the 
part.  In  all  three  there  is  fatty  degeneration  of  the 
brain  substance  and  of  the  products  of  exudation. 
If  a  good-sized  vessel  be  plugged  by  an  embolus,  the 
venous  reflux  and  capillary  stagnation  and  rupture 
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reach  their  limit.  The  colouring  matter  of  the  dis- 
integrating infarct  mingles  with  the  fatty  debris,  and 
a  semi-diifluent  red  pulp  obtains.  If,  on  the  other 
band,  the  arrest  be  gradual,  there  will  be  sufficient 
force  to  drive  the  blood  through  the  obstructed 
artery  and  its  capillaries  and  veins  beyond  ;  but  the 
current  will  be  slow  and  small,  and  inadequate  to  the 
maintenance  of  the  tissue  it  supplies,  which  will 
consequently  waste  from  fatty  atrophy.  Between 
the  red  and  the  white  softening  stands  the  yellow,  but 
it  represents  only  one  shade  out  of  the  many  passing 
from  white  to  red. 

At  times  a  steady  degeneration  goes  on  for  a 
period,  giving  rise  to  white  softening,  and  this  is 
subsequently  modified  by  capillary  rupture  at  the 
margin. 

Fatty  degeneration  of  the  heart  and  atheroma 
of  the  cerebral  arteries  are  the  precursors  of  white 
softening ;  sudden  occlusion  by  embolism  or  throm- 
bosis, of  red. 

Cerebral  softening  is  neA^er  sharply  defined,  but 
passes  gradually  into  the  surrounding  healthy  brain 
substance. 

Under  the  microscope,  there  will  be  observed,  in 
variable  quantity  according  to  the  kind  of  softening, 
blood  corpuscles,  pigment  granules  and  crystals,  large 
compound  granule  cells,  free  fat  particles,  crystals  of 
fatty  acids,  and  cholesterine,  and,  if  the  process  have 
been  rapid,  shreds  or  sloughs  of  brain  tissue. 

Fatty  degeneration  is  a  constant  feature  in  all 
inflammxitory  exudations.  It  is  chiefly  due  to  the 
insufficiency  of  blood  supply  from  the  tension  on  the 
capillaries  ;  but  the  increased  tempei-ature  of  the  blood 
in  general,  and  of  the  inflamed  part  in  particular,  and 
probably  also  the  deleterious  effect  of  tlie  chemical 
products  of  decomposition  of  the  exudation,  liave 
much  to  do  with  it.    It  involves  not  only  the  pus 
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corpuscles,  but  the  walls  of  the  blood-vessels,  and,  in 
fact,  all  the  elements  that  make  up  the  inflamed  tissue. 

(3)  In  rapidly  growing  tumours,  such  as  cancers 
and  sarcomas,  fatty  degeneration  often  roaches  such  a 
degree  that  large  tracts  break  down  into  a  difiiuent 
pulp,  constituting  "  softening  cysts."  There  are  two 
reasons  for  this  extensive  fatty  change :  1st,  the 
formation  of  blood-vessels  camiot  keep  pace  ^vith  the 
growth  of  the  tumour,  and,  from  the  softness  of 
the  latter,  capillary  ruptures  are  common ;  and  2nd, 
the  vital  activity  of  the  cells  is  expended  in  their 
multiplication,  to  the  exclusion  of  a  higher  develop- 
ment, hence,  being  unstable,  they  wither  and  die. 

(4)  Ilyperpyrcexia  is  a  powerful  cause  of  fatty 
degeneration,  and  cannot  well  be  overrated,  whether 
it  be  considered  fi'om  a  pathological  standpoint,  or  in 
its  practical  ap|)lication  to  the  treatment  of  disease. 
Post  mortem  all  the  organs  are  found  softened,  and 
break  down  readily  under  the  finger.  They  feel  greasy, 
and  are  of  a  dirty  yellow  colour. 

The  rapid  transformation  of  protoplasm  into  fat 
explains  the  danger  of  fatal  syncope  from  intrinsic 
failure  of  the  heart. 

The  beneficial  effect  of  bringing  down  the  tempera- 
ture by  the  cold  Ijath,  or  large  doses  of  certain  drugs, 
such  as  quinine,  is  very  marked.  The  heart  acts  more 
powei-fully,  and  the  pulse  becomes  slower,  and  head- 
ache and  delirium  are  decidedly  checked. 

(5)  The  action  of  poisons. — Poisons  causing  fatty 
degeneration  natui-ally  fall  into  two  groups  :— 

(a)  The  materies  morbi  of  infective  fevers,  in- 
cluding the  acute  specifics,  and  septicemia. 

(b)  Certain  mineral  poisons.  The  chief  of  those 
is  phosphorus,  then  come  antimony,  arsenic,  and 
mercur3^ 

How  they  act  is  uncertain.  It  may  be  that  they 
dimuiibh  or  destroy  the  ^-itality  of  the  tissues,  and 
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that  these,  no  longer  restrained  by  the  conditions  of 
life,  fall  a  prey  to  chemical  decomposition,  of  which 


Fig-.  4. 

fr  ,,nVi,  V'  n''  'llitf'il  lissiie,  h,  iiro  .seen  ninsscs  of  fat  civiiiulcs  a  rpsiiltimr 

fat  is  the  chief  product.  That  death  is  the  cause,  and 
not  the  consequence,  of  fatty  degeneration,  is  supported 
by  tlie  fact  that  when  dead  bodies  are  allowed  to 
decompose  slowly,  under  the  influence  of  moisture, 
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ordinary  putrefaction  is  arrested,  and  the  tissues  are 
converted  into  a  fatty  body  termed  adipocere. 

Microscopy  and  chemistry  of  fatty  deg^ene- 

I'ation. — Fat  granules  appear  first  around  the  nuclei 
of  the  cells.  This  can  be  easily  observed  in  muscle, 
where  tlie  nuclei  are  large  and  elongated.  The  fat 
particles  are  here  deposited  in  parallel  streaks.  They 
are  very  numerous,  dark,  and  highly  refractive.  The 
smaller  ones  merge,  but  the  cell  is  not  distended  by  a 
large  drop,  as  in  fatty  infiltration.  After  the  cells 
break  up  the  granules  are  dispersed,  and  are  then  more 
readily  absorbed.  Absorption  is  extensive  and  very 
constant,  and  hence  it  is  not  surprising  that  fatty 
degeneration  is  the  principal  mode  of  atrophy.  If  the 
fat  be  in  large  amount,  or  long  retained,  it  breaks  up 
into  the  fatty  acids  and  cholesterine.  Stearic  acid 
crystals  are  rhomboidal,  acicular,  and  stellate. 
Cholesterine  appears  as  plates,  with  pieces  chipped 
out  of  the  corners  (Fig.  4). 

Fat  granules  are  dissolved  by  ether  and  strong 
solution  of  caustic  allcali ;  they  are  turned  black  by 
osmic  acid,  but  do  not  take  the  staining  from  log^\'ood 
or  carmine.  If  iodine  be  added  to  cholesterine,  and 
then  strong  sulphuric  acid,  a  blue  colour  is  obtained. 
Sulphuric  acid  alone  gives  a  deep  red  colour. 


CHAPTER  XIII. 

MUCOID  AND  COLLOID  DEGENERATION. 

These  changes  are  very  closely  allied,  and  are 
found  under  similar  circumstances.  It  is  difficult, 
without  the  aid  of  chemical  reagents,  to  distinguish 
between  them. 

Mucoid  degeneration. — This  alteration  in  the 
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composition  of  the  tissues  does  not  appear  to  depend, 
like  fatty  degeneration,  upon  a  mere  diminution  in 
nutritive  supply,  but  to  be  an  essential  factor  in  the 
life-history  of  many  new  growths  and  other  morbid 
products. 

Physiologically^  mucoid  tissue  is  widely  distributed 
in  the  foetus,  where  it  marks  the  transitional  stage 
from  embryonic  to  more  fully  developed  structures, 
and  particularly  connective  tissue.  In  the  mucous 
membranes  the  ti-ansformation  of  the  protoplasm  of 
the  epithelial  cells  into  mucin  constitutes  the  natural 
secretion. 

In  the  main,  the  cells  are  destroyed  by  the  pro- 
cess, and  are  replaced  by  others  formed  beneath  them  ; 
but  it  seems  probable  that  a  dehiscence  or  discharge 
of  their  contents  may  occur  without  a  necessary 
loss  of  vitality.  Mucous  tissue  is  permanent  in  the 
Whartonian  jelly  of  the  umbilical  cord,  and  in  the 
vitreous  humour  of  the  eye. 

Pathogeny. — In  the  majority  of  cases  this  form 
of  degeneration  is  found  either  in  tissues,  where  it  is  a 
physiological  constant,  or  in  those  that  are  but  little 
removed  from  the  embryonic  type.  In  inflammation 
of  the  mucous  membranes  there  is  an  exaggerated 
secretion.  We  see  evidence  of  this  in  the  flux  of 
nasal  catarrh,  and  in  the  ropy  mucus  from  an  inflamed 
bladder. 

It  may  be  stated  that  anything  which  tends  to 
render  the  vitality  of  the  tissues  unstable  tends  also 
to  the  formation  of  mucin  in  the  cells  and  intercellular 
substance.  Hence  it  is  far  from  rare  in  inflammatory 
products  and  new  growths.  Tumours  that  sprin"^ 
from  the  mucous  membranes  are  commonly  gelatinous" 
e.g.,  the  simple  polypi  of  the  posterior  nares.  In 
them  the  mucoid  transfer, nation  goes  on  pari  passu 
vvith  the  mcrease  of  tissue,  ..o  tliat  there  is  a  uniform 
ghstemng  throughout.    Growths  of  similar  structure 
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are  found  springing  from  connective  tissue  in  various 
situations— beneath  the  skin  and  fascia?,  and  in  the 
parenchyma  of  organs,  the  parotid  gland,  for  example. 

There  are  some  tumours  in  which  the  mucoid 
change  is  not  generally  diffused,  but  scattered  in 


Fig.  5. — Multiple  Cystic  Epithelioma,  of  Lower  Jaw ;  Cyst  Develop- 
ment in  process. 

At  a,  the  central  rouna  cpitliclial  cells  are  uiiderpoing  distension  from  mucoid 
metamorphosis  -  at  6  and  c,  tbis  is  further  advanced;  at  rf,  all  the  central 
cells  of  the  loculi  have  disnpiieared.  The  peripheriil  ecdiininar  cells  remain 
as  an  epithelial  lining  to  the  cysls.  r,  interlnhular  tissue,  coin]iosed  for  the 
most  part  of  spindle-shaped  cells;  iu  other  parts  of  the  growth  they  bad 
developed  into  llbrous  tissue. 

patches  as  a  secondary  degeneration  and  softening. 
By  the  fusion  of  contiguous  droplets  cysts  are  formed, 
the  walls  of  which  are  smooth  or  rugged,  and  the 
contents  semifluid,  and  either  clear  or  turbid,  coloui-- 
less  or  stained.  If  coloured  or  turbid,  it  is  due  to 
admixture  with  granular  fatty  matter  or  blood  pig- 
ment, and  not  to  alteration  in  the  chemical  composition 
of  mucin  (l*'ig.  •^). 
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Of  this  nature  are  many  cystic  sarcomata  and  en- 
chonclromata. 

The  costal  and  articular  cartilages  and  the  inter- 
vebral  discs  are  liable  to  undergo  this  form  of  de 
generation.  It  is  seen  in  the  rib  cartilages  of  old 
people,  m  joints  affected  by  "white  swelling,"  and  in 
the  spinal  column,  the  seat  of  caries. 

The  glairy  discharge  and  gelatinous  granulations 
ot  many  ulcers  are  explained  in  the  same  way. 

It  is  said  that  in  mucoid  degeneration  the  inter- 
ce  ular  substance  is  attacked  in  preference  to  the 
ceils  the  revers'e  of  colloid  degeneration. 

The  existence  and  general  distribution  of  mucoid 
""/''i  ^  physiological   basis;  but 

there  seems  to  be  no  satisfactory  explanation  why 
gelatmous  polypi  should  be  common  in  the  nose  and 
rare  in  the  rectum  and  bladder,  nor  why  some  growths 
should  be  riddled  with  mucous  cysts  whilst  olhers  o 
like  structure  remain  free 

^Ji'Z^'ZTJr^^'''  1^^^"^^  connective  tissue 
W  y Tost     1.  ^^'^^"^^  ---^ 

better  th  n  i     \\  '^^^  ^'^'^^^^S^  ^^^^h 

affected,  a  diop  of  mucui  appears  in  the  protoplasm 

one  side^"  f^^^fg^^f^^l  Pushes  the  nucleus  to 

one  side.     Eventually  all  signs  of   cell  wall  and 

uS^s^^'^lsrXoj^  tuTif  ^^"^ 

g™.^.        Wgeneous  gel^^^ 
ine.ce.ofmnieraS:b^'^rSr^^^^ 
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acetic.  It  swells  up  in  water,  but  is  not  soluble 
in  it. 

Miicin  reduces  cupric  sulphate.  It  is  converted 
into  acid- albumin  by  the  mineral  acids. 

Though  closely  allied  to  albumin,  it  diflers  from 
it  in  not  being  precipitated  by  bichloride  of  mercury, 
tannin,  nor  by  boiling ;  and  in  the  absence  of  sulphur 
from  its  composition. 

Its  congeners,  gelatine  and  chondrin,  contain  a 
small  percentage  of  sulphur,  and  are  precipitated  by 
alum  and  mercuric  chloride.  Mucin  may  be  con- 
sidered as  the  chemical  product  of  the  retrograde 
metamorphosis  of  these  bodies,  a  reversion  to  the 
embryonic  state. 

Colloid,  clcgetieration  is  closely  related  to 
mucoid.  It  affects  chiefly  the  cells,  but  the  inter- 
cellular substance  is  not  exempt.  Physiologically  it 
is  sometimes  met  with  in  the  thyroid  gland,  even  in 
very  young  children. 

It  is  conspicuous  in  many  cases  of  bronchocele 
In  them  the  change  may  be  confined  to  individual 
glandular  acini ;  but  very  commonly,  by  the  coalescence 
of  the  latter,  cysts  are  formed,  which  contain  a  semi- 
gelatinous  colourless  or  yellow  fluid.  It  gives  the 
characteristic  appearance  to  colloid  cancer,  which  has 
a  special  tendency  to  aflect  the  intestines,  omentum, 
and  ovaries.  We  have  also  observed  this  variety  of 
■  malignant  disease  in  the  breast  and  spermatic  cord. 

It  is  found  in  other  growths ;  e.g.,  tlie  sarcomata 
and  enchondromata. 

The  essential  structure  of  tumours  is  not  alterccl 
by  its  presence,  though  it  modifles  their  physical  and 
cliemical  characters. 

The  colloid  material  is  not  precipitated  by  alcohol ; 

mucin  is. 

Zoiikorism.— This  term  has  been  applied  to  a 
peculiar   form   of   degeneration,    allied   to  colloid, 
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described  by  Zenker  as  occurring  in  the  voluntary 
muscles  m  typhoid  fever,  notably  the  adductors  of  tho 
tlugh,  the  diaphragm,  and  abdominal  recti. 

It  has  been  observed  in  other  febrile  disorders 
Lornil  and  Ranvier  met  with  a  similar  condition  in 
the  muscles  around  centres  of  inflammation  and  new 
growths  It  has  also  been  detected  post  mortem  in 
muscies  that  had  undergone  injury  during  life.  Whether 
It  be  a  distinct  and  peculiar  form  of  degeneration,  or 
as  Cohnheun  supposes,  a  modification  of  post-mortem 
coagalation  of  myosin,  is  not  certain. 

tibtv  !  ^l^r  necessarily  lose  their  contrac- 

t  hty,  and  become  soft.  From  want  of  support  the 
blood  capillaries  may  rupture,  the  resulting  Lmo  r- 
hages  causing  pam  and  tenderness,  and  even  swellin. 
along  the  coiu-se  of  the  muscles  weiiin^, 

Micr«sc«py._The  alteration  in  structure  is  by 
no  means  general  in  the  same  muscle.  Patche  appeal 

SL"  f'""  ^''r?^*^^  what  looks  like  iSr; 
tissue     Even  individual  fibres  can  be  seen  lyiiKv  side 
by  side  with  others  that  have  entirely  escaped  re 
de^^eltion  t^V^*-^  ^istributioi/of  iXc'eout 
vesSr  """''^^    '^"^   «^  Wood- 
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evince  a  dullness  of  intellect  and  gradual  diminution 
of  bodily  vigour.  The  aetiology  is  involved  in  ob- 
scurity. Excision  of  the  thyi'oid  gland  has  been 
shown  to  be  sometimes  followed  by  an  arrest  of 
mental  and  bodily  development,  and  a  tendency  to 
myxcedema. 


CHAPTER  XIV. 

PIGMENTATION  PIGMENTARY  DEGENERATION. 

The  term  pigmentation  is  of  wider  application 
than  pigmentary  degeneration.  It  is  true  there  is 
a  tendency  to  the  deposit  of  pigment  in  structures 
that  are  losing  their  vitality;  but  there  are  many 
instances  that  do  not  fall  under  this  category ;  such, 
e.g.,  are  the  melanotic  tumours,  in  which  the  process 
of  fixation  and  storage  of  colouring  matter  is  as  much 
an  essential  part  of  the  Life-history  of  these  growths 
as  the  formation  and  arrangement  of  the  tissue 
elements  that  compose  them. 

False  pigmentation. — In  the  first  place,  a  dis- 
tinction should  be  drawn  between  true  and  false  pig- 
ments, or  rather,  between  those  that  are  derived  from 
the  blood  (primarily  or  secondarily)  and  those  that 
are  introduced  from  without.  Of  the  latter  the  most 
common  form  is  carbon  suspended  in  the  air  in  the 
form  of  minute  particles.  These  are  carried  to  the 
respiratory  raucous  membrane,  to  which  they  adhere. 
Eventually  they  become  fixed  in  the  pulmonary  tissue, 
partly  by  their  mechanical  action,  and  partly  by  the 
agency  of  the  protoplasm  of  the  cells,  in  the  same  way 
that  gi-anules  are  appropriated  by  amccbae  from  the 
fluids  in  which  they  live. 

Not  only  do  these  particles  invade  the  parenchyma 
of  the  lungs,  but  they  find  their  way  into  the 
lymphatics,  and  are  arrested  in  the  bronchial  and 
mediastinal  glands.    Such  accidental  pigmentation  is 
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well  exemplified  in  (1)  the  lungs  of  miners,  which  are 
very  liable  to  be  affected  with  a  form  of  fibroid 
phtliisis,  the  overgrowth  of  connective  tissue  being 
due  to  the  irritating  action  of  the  sharp  angular  pieces 
of  carbon  inhaled. 

(2)  Lead  workers  and  others  who  are  the  sub- 
jects^ of  chronic  poisoning  by  the  metal,  show  a  hlue 
line,  in  the  gums.  Here  the  lead  is  probably  deposited 
in  combination  with  the  albuminoid  constituents  of 
the  tissues,  although  it  is  supposed  by  some  that  it 
takes  the  form  of  sulphide,  sulphuretted  hydrogen 
evolved  from  the  decomposition  about  the  teeth  com- 
bming  Avith  a  soluble  salt  of  the  metal  carried  by  the 
capillaries. 

(3)  Of  like  nature  is  the  occasional  discoloratioii 
of  the  skin  from  long-continued  internal  use  of  silver 
nitrate. 

(4)  From  tattooing  and  gunpowder  explosions  We 
have  a  good  instance  of  the  former  in  the  intentional 
pigmentation  of  the  cornea  for  the  purpose  of  hiding 
the  unseemly  appearance  of  indelible  scars  (leucomata) 

True  pismciitatioii  consists  of  the  liberation 
ot  the  colourmg  matter  of  the  red  blood-corpuscles 
and  Its  fixation  by  the  tissues  in  the  granular  or 
crystalline  form,  not  as  hemoglobin,  but  as  some 
derivative,  the  product  of  chemical  decomposition 
1  he  pigment  may  be  derived  directly  from  the  blood 
or  through  the  medium  of  some  natural  secretion  as 
the  Ule  or  urme.    There  are  certain  tissues  of  the 
body  of  which  It  1.S  a  natural  constituent.    Such  are 

and  tr  cX'        °'  -^P^-^' 

skin^W^'^^'l"^'  temporarily  increased  in  the 
mMwav    n.    .  pregnancy;   and  standing 

midway,  _  as  it  were,  between  physiological  and 
pathological  pigmentation  is  the  mottling  of  the  sk  n 
m  freckles,  and  the  melanosis  of  congenital  mo  es. 
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In  whatever  tissues  pigment  naturally  exists,  there 
will  it  appear  in  excess  in  most  morbid  changes  that 
affbct  them,  even  though  the  immediate  seat  of  the 
disease  become  paler  than  normal ;  e.f/.,  the  efFect  of 
choroiditis  is  often  to  leave  whitish  patches  surromaded 
by  dense  black  irregular  zones. 

Cicatrices  of  the  skin  would  at  first  sight  appear 
an  exception  to  this  rule,  but  as  a  matter  of  fact  they 
support  it,  the  issue  mainly  turning  upon  the  point 
whether  tlie  rete  be  entirely  destroyed  or  no,  for  the 
rate  is  the  natural  seat  of  the  cutaneous  pigment. 

Soiu'ces  of  true  pigmentation  and  stain- 

1.  The  hih. — In  jaundice  the  conjunctiva,  skin, 
and  urine  show  the  characteristic  colour,  and  so  do 
coincidental  inflammatory  exudations,  such  as  pneu- 
monic sputa.  In  these  cases  it  is  more  a  staining 
than  real  pigmentation,  for  the  bile  pigment  is  in 
the  liquid  state,  and  is  quickly  reabsorbed  when  the 
cause  of  the  jaundice  is  removed. 

In  gallstones  pigment  is  always  present.  It  varies 
much  as  to  colour  and  amount,  and  somewhat  as  to 
composition. 

2.  The  urine. — The  colouring  matter  of  the  urine 
gives  the  ' '  cayenne  pepper "  aj^pearance  to  gravel, 
and  the  pink  colour  to  deposits  of  urate  of  soda. 
Urinary  calculi,  again,  haA^e  diflerent  hues  indicative 
or  suggestive  of  their  composition  ;  e.g.,  the  brown 
and  fawn  colour  of  uric  acid ;  and  the  yellow  of  cystic 
oxide  (changing  to  green  on  long  exposure).  Dr.  Ord 
has  described  a  blue  calculus  composed  of  indigo. 

3.  The  blood,  however,  is  the  chief  immediate 
source.  The  pigment  is  either  extracted  and  stored 
up  by  the  activity  of  living  cells  without  any  lesion  of 
blood-vessels,  as  in  melanotic  growtlis,  or  it  is  the 
remains  of  extravasation  or  thrombosis.  In  both 
cases  the  haimoglobin  as  set  free  from  the  corpuscles 
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is  in  solution;  it  afterwards  undergoes  chemical 
decomposition,  and  this  furnislies  the  \'ariation  in 
tint  seen;  e.g.,  in  an  ordinary  bruise.  It  does  not 
remain  diffused  for  long,  but  assumes  the  granular  or 
crystalline  form.  The  colour  of  the  granules  may  be 
yellow,  orange,  dark  brown,  or  black,  and  no  doubt 
the  composition  varies  accordingly.  There  is  no 
proof  that  any  definite  compound,  which  has  been 
described  under  the  name  of  melanin,  has  any  real 


existence ;  the  dense  black  pigment  so  termed  is  one 
ot  the  last  products  of  a  series  of  chemical  changes 
It  does  not  necessarily  follow,  however,  that  chano-e 
of  colour  always  implies  a  change  in  composition.  " 

c  ots  ,s  ab,sorbed  by  the  vessels,  and  the  extent  of 
absorption  depends  upon  the  freedom  of  the  circuh 

ar^'s^X'  we''  'T^^I-  ^'  '"^^  -'-e  anastom^: 
W'men    ^;k1  tl"''    .Tr''   P'^"-^-"^^^*   ^leposits  of 

in^tr:^^?  ,:7:^:^i:rtihr'^°T^^^ 

crvstnlc!  I'n  fi  •  1  '  ,''^'-7^161  e.  VVehave  seen  these 
St.*  are  sometime.  £„u„a  5,  „  =  ,  J'^^ 
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Apart  from  antecedent  extravasation  or  thrombosis, 
pigmentation  occurs  (a)  as  an  essential  feature  of 
some  new  growths  (Fig.  6,  a),  especially  sarcoma  of 
the  choroid  and  skin.  We  know  that  sarcomas  are 
based  upon  the  type  of  embryonic  or  developmental 
tissue,  and  that  nutritive  changes  occur  in  them  in 
greater  variety  than  in  other  new  form  itions.  Cancers 
are  much  less  liable  to  pigmentation  than  sarcomas. 
Encephaloid  takes  the  lead,  there  bemg  comparative 
immunity  in  scirrhus  and  epithelioma.  Pigmenta- 
tion is  not  confined  to  malignant  growths,  for  it  is 
far  from  rare  in  warty  excrescences  of  the  skin. 
In  any  case,  the  presence  of  pigment  marks  only  a 
nutritive  modification  in  the  elements  of  a  tumour, 
and  has  no  direct  reference  to  structural  pecu- 
liarity as  suggested  by  the  expression  melanoma. 
Melanotic  growths,  like  natural  pigment,  are  more 
widely  distributed  in  the  lower  animals  than  iii  the 
human  subject.  As  would  be  expected,  the  granules 
are  for  the  most  part  contained  within  the  cells  of  the 
growth,  but  some  are  found,  both  scattered  and 
aggregated,  in  the  intercellular  substance.  It  is  more 
than  likely,  however,  that  many  of  these  collections 
were  originally  intracellular,  and  that  they  were  left 
in  situ  after  the  atrophy  and  disappearance  of  the 
cells  that  held  them. 

(6)  In  long-standing  passive  congestions  pigmenta- 
tion is  very  constant,  whether  it  has  its  origin  in 
thrombosis,  or  capillary  extravasation,  or  the  escape  of 
blood-corpuscleswithout  I'ecognisable  rupture  of  vessels. 
We  see  it  around  varicosed  veins,  and  in  the  liver  cells. 

(c)  In  inflammatory  exudations,  and,  notabl}',  the 
lynijDh  elTusod  in  si/plvilitiG  skin  eruptions  and  syphili- 
tic iritis.  The  staining  in  this  disease  is  out  of  pro- 
portion to  the  extent  and  duration  of  the  vascular 
congestion.  The  difierence  can  be  explained  by  the 
supposition  that  the  poison  of  syphilis  is  peculiarly 
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destructive  to  the  red  blood-corpuscles,  and  this  view 
is  supported  by  the  fact  that  general  anajmia  is  one 
of  the  obvious  signs  of  constitutional  syphilis.  It  is 
worthy  of  remark  that  in  syphilitic  stains  the  pigment 
is  confined  to  the  rete  and  the  tissue  beneath,  the 
superficial  horny  layer  of  the  epidermis  being  quite 


Fig.  7.— Section  of  Sliiii  at  site  of  an  old  Sypljilide. 
a,  Lnwormosc  Uiyor  of  r-eto,  dpcply  pifrnicntpd  ;  b.  epidermis  aevoirl  of  iii-rment . 
c,  sebaceous  gland;  a,  groups  of  pigment  granules  in  thlda^ucd  ?oHum  ^0^01^^ 

free  (Fig.  7).  Either  the  pigment  must  be  decom- 
posed as  the  cells  become  cornified,  fresh  deposit 
gomg  on  meanwhile  in  the  rete;  or  it  is  taken  over 
by  tlie  younger  cells  that  replace  the  old  ones  lost  by 
desquamation.  These  phenomena  are  not  confined  to 
syphilitic  stams  nor  to  any  inflammatory  pigmentation 
ot  the  skin  ;  for  they  are  found  on  a  minor  scale  in  the 
natura  growth  and  decay  of  the  epidermis;  another 
proof  that  pathological  changes  are  only  distorted 
tonus  ot  physiological  nutrition. 
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{d)  The  ingmentation  of  the  skin  around  patches 
of  leucoderma,  and  the  bronzing  of  the  skin  and 
buccal  mucous  membrane  in  Addison's  disease,  are 
of  uncertain  origin ;  possibly  they  are  instances  of 
trophic  lesions  from  perversion  of  nerve  function. 


CHAPTER  XV. 

CALCAREOUS  DEGENERATION. 

Physiologically  calcification  occurs  in  the  de- 
velopment of  bone,  where  it  serves  the  definite  pui-- 
pose  of  giving  stability  to  the  osseous  framework.  But 
even  there  it  marks  the  limit  of  nutritive  activity  of 
the  matrix,  and  corresponds  to  the  final  stage  of 
formative  activity  of  the  bone  corjxiscles  imprisoned 
mthin  the  lacunte.  In  caries  it  can  be  shown  that 
granulation  tissue,  the  anatomical  product  of  rarefviug 
ostitis,  is  of  direct  vascular  origin,  and  not  the  result 
of  proliferation  of  the  bone  corpuscles.  Functionally, 
then,  ossification  must  be  considered  a  change  to  a 
higher  state  ;  but  from  a  nutritive  point  of  view  it  is 
lower  than  chondrifi  cation. 

It  may  be  primary,  as  in  calcification  of  tlie 
tunica  muscularis  of  the  medium-sized  arteries ;  it 
may  be  secondary  and  localised,  as  in  the  formation  of 
calcareous  ])lates  in  the  aorta  and  the  other  large 
arteries  affected  with  atheroma ;  or  it  may  be 
secondaiy  and  widely  diffuscil,  as  when  several  organs 
are  infiltrated  with  lime  salts  absorbed  from  the 
osseous  system. 

Thus,  then,  calcification  talces  place  under  two 
widely  different  conditions  :  (o)  from  an  inherent  or 
accidental  diminution  in  tlie  nutrition  of  a  tissue, 
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without  there  being  any  evidence  of  excess  of  lime 
salts  in  the  blood  ;  (b)  or  as  an  act  of  relief,  much  in 
the  same  way  that  "  chalk-stones  "  composed  of  urate 
of  soda  are  formed  about  the  joints  and  in  tlie 
cartilages  of  the  ear  in  gout,  or  as  "dealkalised  fibrin" 
is  deposited  from  the  blood  as  a  depurative  infiltration 
in  lardaceous  disease.  In  the  latter  case  it  is  found 
in  one  or  more  organs.  The  lime  salts  pass  through 
the  walls  of  the  blood-vessels  in  a  state  of  solution, 
and  are  deposited  outside  in  the  interstitial  tissue  of 
the  parts  invaded,  in  the  lung  around  the  lobules,  in 
the  kidney  between  the  tubuli  uriniferi. 

As  before  said,  calcification  implies  tissue  weak- 
ness. In  rickets,  it  is  true,  there  is  excessive  growth 
about  the  very  parts  where  the  cartilage  capsules  are 
undergoing  calcification,  but  this  in  itself  is  evidence 
of  perverted  nutrition,  growth,  and  development. 

_  In  old  age  it  is  rarely  absent,  and  here  it  i« 
chiefly  naet  with  in  the  ai-teries  and  the  cartilages  of 
the  rib.-s  and  larynx. 

Anything  that  tends  to  diminish  the  vitality  of  a 
tissue  predisposes  to  calcification  ;  thus  we  can  under- 
stand Avhy  it  is  so  frequently  found  in  inflammatory 
deposits,  and  notably  in  those  that  are  old,  and  the 
outcome  of  constitutional  weakness,  e.g.,  in  strumous 
glands,  and  phthisical  nodules  in  the  lungs. 

Fatty  degeneration  is  often  found  associated  with 
it ;  not  that  one  entails  the  otlier,  for  both  alike  are 
the  consequence  of  impaired  nutrition. 

Finality  in  the  series  of  degenerative  changes  is 
reached  in  calcification,  which  preserves  the  tissue 
elements  or  their  debris  from  further  decomposition 
It  IS  a  conservative  process,  but  not  necessarily  bv 
design,  since  in  the  arterial  system  it  is  a  cause  of 
embolism  thrombosis,  and  gangrene.  If  calcification 
sets  in  whilst  the  tissues  retain  their  structural  in- 
tegrity, tlie  hme  salts  are  deposited  first  in  the  inter- 
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cellular  substance,  and  then  in  the  prott^plasm  of  the 
cells.  This  is  especially  the  case  in  new  growths,  e.g., 
sarcoma.  The  cells  which  are  hidden  by  the  opacity  of 
the  calcareous  granules,  can  be  again  brought  into  view 
by  dissolving  out  the  salts  with  a  dilute  mineral  acid.  " 

Calcification  may  be  partial  or  complete ;  in  the 
former  case  it  gives  a  roughness,  and  adds  to  the 
friability  of  the  mass,  which  feels  something  like 
soft  ^  mortar ;  in  the  latter  the  part  is  completely 
petrified  and  brittle.  Compare  the  partially  calcified 
I'emains  of  a  chronic  abscess  with  the  dense  plates 
from  a  large  athei'omatous  artery. 

The  salts  are  composed  for  the  most  part  of  car- 
bonate and  tribasic  phosphate  of  lime.  When  calci- 
fication happens  in  a  tissue  possessing  characteristic 
chemical  compounds,  these  will  be  found  mingled  with 
the  salts  of  the  earthy  bases.  Thus,  in  calcareous 
nodules  of  the  kidney  there  are  urinary  constituents. 

Under  the  microscope  the  calcified  patches  appear 
black  by  transmitted  light ;  they  are  as  a  rule  angular 
in  outline  and  composed  of  granules.  Sometimes 
crystals  can  be  seen ;  this  is  the  more  likely  when 
calcification  has  taken  place  whilst  the  affected  part 
retained  a  considerable  amount  of  moisture. 

On  the  addition  of  a  mineral  acid  the  carbonate 
of  lime  is  decomposed,  and  the  carbonic  acid,  set  free, 
escapes  in  the  form  of  minute  bubbles. 

Calcilicalioiii  in  tlic  vascular  system. 

1.  In  the  Jieart. — Vegetations  on  the  aortic  and 
mitral  valves  often  become  calcified.  The  rigidity 
thus  acquired  renders  them  more  liable  to  be  detached, 
and  the  liability  is  increased  if  there  be  a  secondary 
ulcerative  endocaixlitis.  They  are  a  fertile  source  of 
arterial  embolism,  and  since  the  stability  of  these 
detached  vegetations  is  increased  by  the  calcification, 
large  arteries  {e.g.y  the  middle  cerebral)  are  nob  un- 
commonly blocked. 
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2.  In  the  arteries. — Here  it  occurs  as  a^j^-wHari/  and 
secondary  cliange.  The  former  is  seen  in  the  medium- 
sized  arteries,  such  as  the  tibials  and  cerebrals.  This 
primary  calcification,  one  of  the  signs  of  advancing  age, 
begins  in  the  middle  coat.  The  deposit  commences 
around  the  nuclei ;  it  then  spreads  throughout  the  cells, 
which  lie  at  right  angles  to  the  axis  of  the  vessels,  and 
as  the  calcification  is  unevenly  distributed,  it  takes  the 
form  more  or  less  of  an  irregular  succession  of  rings — 
annular  calcification  ;  and  by  the  union  of  contiguous 
rings  the  artery  is  converted  into  a  hollow  calcai'eous 
cylinder  —  tubular  calcification.  Portions  of  the 
arteries  are  sometimes  so  brittle  that  they  can  readily 
be  fractured  transversely. 

The  process  is  not  confined  to  the  muscular  coat  ; 
it  spreads  to  the  internal  and,  more  rarely,  external. 
The  comparative  immunity  of  the  external  coat  explains 
why  it  is  generally  safe  to  apply  a  ligature  to  the  artery. 

In  this  way  the  surfaces  become  very  irregular, 
and  the  lumen  considerably  diminished.  The  loss  of 
elasticity  and  the  increased  friction,  together  with  the 
diminution  in  vitality,  favour  localised  or  difiused 
thrombosis,  and  so  become  important  factors  in  tlie  pro- 
duction of  senile  gangrene.  Other  forms  of  degenera- 
tion, fatty  and  fibi'oid,  often  accompany  calcification. 

In  the  case  of  the  cerebral  arteries,  if  the  process  be 
slow  a  partial  anrcmia  sets  in,  and  the  brain,  thereby 
impoverished,  gradually  wastes,  at  the  same  time  becou)- 
ing  firmer.  Most  instances  of  so-called  senile  softening 
are  really  the  reverse— sclerosis.  If  the  obstruction  be 
great  and  localised,  especially  if  tlie  heart  be  fatty,  and 
still  more  if  tlie  blood  coagulate  within  the  rigid  vessels, 
portions  of  the  brain  are  cut  ofF  from  all  nutritive 
supply,  and  consequently  degenerate  and  soften. 

Secondary  calcification — This  is  found  in  the 
aorta  and  other  large  arterie.s.  It  assumes  the 
shape  of  u-regular  plates,  and  is  the  final  stage  of 
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atheromatous  disease.    It  affects  chiefly  the  inner 

develop  r  tL  '^T  '1"  ""^'^^^'^  ' 

developed     The  calcareous  plates  protect  the  vessel 

fij)m  further  change,  and  even  serve  as  safeguard 
against  dilatation  at  their  immediate  seat.  The; 
often  split  away  at  their  borders  from  the  surrounding 
non-calcihed  portion  of  the  vessel,  and  may  even  be 
bodily  detached  and  swept  along  as  emboli  by  the 
blood  stream.  They  also  act  as  foreign  bocUes,  and 
cause  the  blood  to  coagulate  upon  them ;  and  the 
thrombi  thus  formed  are  very  liable  to  be  detached, 
being  unable  to  withstand  the  force  of  the  current 
that  rushes  by. 

3.  In  i/ie  -yems.— Calcification  occasionally  affects 
the  walls  of  the  veins.  It  is  also  seen  as  phleboliths 
in  their  interior ;  notably  in  the  prostatic  plexus 

In  new  gro wtl.s  it  is  by  no  means  rare.  It  has 
a  predilection  for  those  that  arise  in  connection  with 
bone,  and  especially  sarcoma  and  enchondroma  The 
intercellular  s.ubstance  is  first  infiltrated,  and  then 
the  cells.  In  enchondroma  it  is  often  mixed  with 
true  ossification.  In  some  cases  the  distinction  can 
only  be  made  out  with  the  microscope  ;  but,  as  a  rule, 
calcification  is  more  patchy  and  irregular,  and  tlie 
absence  of  vessels  gives  to  the  naked-eye  appearances 
a  greater  opacity.  It  rarely  radiates  from  tlie  surface 
of  a  bone,  a  common  occurrence  in  ossifying  sub- 
periosteal sarcomas.  Other  tumours,  e.g.,  ovarian 
fibroids  and  dermoid  cysts,  sometimes  calcify. 

We  have  met  with  calcification  in  the  niembranes 
of  the  brain  in  old  people,  and  as  the  sequel  of  trau- 
matic, spinal  and  cerebral  meningitis. 

Calcification  of  tlie  adventitious  fibrous  cai^sules 
of  hydatid  cysts  after  the  death  of  the  parasite  is  not 
rare._  We  have  seen  such  a  shell  a  Ihird  of  an  inch 
in  tliickness.  It  may  even  occur  between  the  colkpsed 
cysts  contained  within  the  adventitious  one. 
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ALBUMINOID  INFILTRATION  :  SYNONYMS— AMYLOID, 
LARDACEOUS,  WAXY. 

In  some  chronic  wasting  diseases  there  is  found 
an  enlargement  of  the  liver,  spleen,  kidneys,  and 
lymphatic  glands. 

The  causes  in  the  order  of  frequency  run  thus  •— 
1.   Protracted   suppuration  in  caries  and  necrosis 
empyema,  and  cln-onic  phthisis.     2.  Tertiary  syphilis! 
3.  Cancer     4.   The  cachexia  produced  by  lona  resi- 
fluence""  ""'"^  exposure  to  malarial  in- 

f^'^,^«-^^™ed  organs  may  be  severally  or 

met  with  in  the  mucous  membrane  of  the  intestine 
_    Ihe   general  characters  are  these:    increase  of 

rxvTi'""^'"  ''''    ^  p-^^-r  1-"™- 

which  the  lardaceous  substance  takes  the  stainino-  of 
certain  reagents,  such  as   iodine   and  meth.^:iline 

With  iodine  it  turns  a  deep  walnut  colour 
chauguig  to  a  blackish  violet  tint  on  the  additTn 
Virchn^  T"/'"^--         "'^^  ^'«^-«tion  4a  ed 

'roup  but  to  T.  r""'"  *°  ^'^""-^  *°  «*-»-^l^y 
minous  t^^^^       nitrogenous,  and  to  be  allied  to  albu^ 

potash,  It  no  longer  gives  the  reaction 
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with  iodine  even  when  acidulated,  for  the  alkali 
dissolves  out  the  new  material,  and  to  a  much  greater 
extent  than  it  does  the  similar  constituents  of  healthy 
tissue.  Whether  the  chauije  be  an  infiltration  or  a 
degeneration,  opinions  are  divided.  Dr.  Dickinson 
supports  the  former  view,  and  adduces  in  suj^port  of 
it  the  enormous  increase  in  bulk  attained  by  the  liver 
and  spleen,  and  the  early  distribution  of  the  disease 
in  the  walls  of  the  arterioles.  He  believes  that  the 
material  is  dealkalised  fibrin,  which  infiltrates  the 
walls  of  the  vessels  and  exudes  from  them,  and  that  it 
is  the  result  of  a  depurative  process  whereby  the 
alkalinity  of  the  blood  is  diminished.  In  protracted 
suppuration  there  is  a  gi'eat  loss  of  potash  by  the 
discharge.  The  albuminoid  substance  is  deficient  in 
potash  and  phosphoric  acid,  whereas  it  contains  an 
excess  of  sodium  chloride  and  earthy  salts. 

It  must  not  be  forgotten  that  there  is  an  enormous 
loss  of  wliite  blood-corpuscles  by  suppuration,  although 
they  are  not  diminished  in  number  in  the  blood  ;  and 
this  may  be  by  no  means  an  unimportant  factor. 

Other  observers  take  exception  to  these  views, 
both  as  to  the  exact  nature  of  the  substance  and  its 
origin.  They  say  that  other  bodies,  the  albumins, 
ordinary  fibrin,  etc.,  will  give  a  similar  colour  reaction 
with  iodine,  and  that  against  its  being  a  form  of  fibrin 
(which  is  a  colloidal  substance),  is  the  fact  that,  in 
inflammation,  filrin,  as  such,  does  not  exude  from 
the  vessels.  They  also  argue  that  the  special  liability 
of  certain  organs  to  be  affected,  and  that  not  in  a 
uniform  way,  is  opposed  to  the  theory  of  mere  in- 
filtration. One  fact  must  not  be  lost  sight  of,  and 
that  is,  tlie  tissues  aflected  play  an  important  part 
in  the  process,  whether  it  be  an  infiltration  or  de- 
generation, and  the  selection  may  be  as  much  on  the 
part  of  nutriendum  as  nutriens.  Those  who_  main- 
lain  that  it  is  a  degenerative  change,  refer  it  to  a 
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want  of  power  to  properly  nourish  certain  tissues 
from  a  vitiated  condition  of  the  blood,  whether  it 
be  due  to  a  waste  of  alkali  and  corpuscles,  from 
suppuration,  or  to  the  niateries  morbi  of  certain 
diseases,  such  as  syphilis,  cancer,  and  malaria. 

Anatomy.— The  change  begins  in  and  about  the 
walls  of  the  arterioles.  The  muscularis  is  first  affected. 
The  fibres  swell  and  look  glistening. 

In  the  kidney  the  walls  of  the  vessels  of  the 
Malpighian  bodies  and  the  vasa  recta  of  the  pyramids 
are  notably  diseased.  Soon  the  epithelium  becomes 
involved,  and  it  is  said  exudative  casts  of  the  same 
substance  may  be  found  in  the  tubes,  but  these  are 
perhaps  cast-otT  degenerated  epithelium. 

In  the  liver  the  intermediate  zone  first  suffers. 
_     In  the  spleen  the  Malpighian  bodies  stand  out 
m  bold  relief,  looking  like  boiled  sago  grains,  hence 
the  term  "  sago  spleen." 

In  the  intestine  (particularly  the  small)  the  tips 
ot  the  papdlaj  first  present  the  waxy  change. 

Statistics  show  that  this  disease  does'' not  appear 
within  three  months  of  the  commencement  of  suid- 
Jjuration.  ^ 

Fatty  degeneration  is  found  associated  with  the 
lardaceous^ change;  in  fact,  the  albuminoid  substance 
may  itself  undergo  that  transformation.  There  is 
not  sufficient  evidence  to  show  that  it  organises  In 
rare  cases  it  disappears,  even  when  far  enough  ad- 

T^t  3I  ;tef52t  '"""^^  ^^^'"^  '^^^"P*^^^ 

The  possibility  of  its  occurrence  must  always  be 
borne  m  mmd  m  the  treatment  of  chronic  suppurltion 

mS  en^ to'         '     7T^'^  P°"^^  *°  ampliLion  in 
pietcrence  to  excision  of  diseased  joints. 

to  J^t"l^"'"i  ''^  '^"^"S'^  "-^^  Permeable 
ki,ll      '  \  V^\ix^v\^  from  aHection  of  the 

kidney,  and  intractable  diarrhoea  when  the  vi  11  of 
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the  intestine  are  involved.  Tke  enlargement  of  the 
liver  does  not  cause  jaundice  joer  se.  When  this  is 
present,  it  depends  either  upon  catarrh  of  the  bile 
ducts,  or  pressure  of  enlarged  glands  in  the  transverse 
fissure  (Murchison). 

Corpora  ainylacea. — These  are  for  the  most 
part  minute  round  or  oval  bodies.  They  have  been 
termed  amyloid  on  account  of  the  colour  reaction 
they  give  with  iodine,  or  with  iodine  and  sulphuric 
acid ;  but  several  authorities  believe  that  they  are 
nitrogenous  in  composition.  The  colour  test  cannot 
be  relied  upon  as  an  absolute  indication  of  their 
nature,  for  it  led  to  an  erroneous  interpretation  in 
the  case  of  lardaceous  disease,  which,  however,  is  widely 
different  in  its  pathology  from  that  of  the  bodies  in 
question.  Lardaceous  disease  is  the  outcome  of  a 
general  dyscrasia,  whilst  the  corpora  amylacea  are 
purely  local  phenomena,  and  from  the  frequency  with 
which  they  are  found  apart  from  other  morbid  changes 
{e.g.,  in  the  prostate  gland)  they  are  of  very  little 
clinical  import. 

They  are  most  common  in  tlie  prostate,  and  in 
the  central  nervous  system,  but  they  have  been  met 
with  in  the  lungs,  in  the  mucous  and  serous  mem- 
branes, and  many  other  situations. 

In  the  nervous  system  they  are  by  no  means  rare 
as  a  sequel  of  chronic  degenerative  changes. 

They  are  met  with  in  the  grey  and  white  matter 
of  the  brain  and  cord,  in  the  choroid  plexuses  of  the 
cerebral  ventricles,  in  the  pineal  and  pituitary  glands, 
and  in  the  optic  nerve  and  retina. 

They  are  liable  to  undergo  calcareous  infiltration. 
Structurally  they  consist  of  a  homogeneous  material 
frequently  arranged  in  concentric  lanuiKx;.  ^  The 
lammation  is  probably  due  to  successive  depositions 
from  witliout. 

With  iodine  they  give  a  blue,  yellow,  green,  or 
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brown  colour.  Tlin  extent  of  the  three  latter  tints 
is  dependent  on  the  amount  of  albuminoid  matter 
present.  Iodine  stains  starchy  substances  blue,  and 
albuminoid  yellow  or  brown. 

Sulphuric  acid  brings  out  or  heightens  the  eflfect 
of  iodine. 

Amyloid  bodies  have  not  been  converted  into 
glucose,  a  fact  which  tells  against  their  being  closely 
affined  to  starch. 


CHAPTER  XYII. 

TROPHIC  LESIONS, 


The  causes  of  deviations  from  normal  nutrition 
must  be  sought  (1)  in  the  life  processes  of  the 
tissues  themselves  ;  (2)  in  modifications  of  nutritive 
supply,  qualitative  and  quantitative  ;  and  (3)  in  morbid 
states  of  innervation. 

The  tissues,  like  individuals,  have  an  allotted 
period  of  healthy  existence,  after  which  they  waste 
and  die,  apparently  independent  of  vascular  change 
or  deprivation  of  nervous  influence;  e.g  ,  fatty  d'e- 
generation  of  the  corneal  cells  and  coats  of  the  blood 
vessels.  (FifZe  Atrophy.) 

Many  lesions  owe  their  origin  to  abnormal  con- 
ditioi^  of  the   blood  and  vessels.  Long-standin. 
venous  congestion  leads  to  atrophy,  pigmentation,  and 
fibroid  induration,    acute  hyperemia  to  exudation 
and  hemorrhages.     The  composition  of  the  blooc 

and  septicaemia     ^  'P^^^^'^ 

But  from  the  very  intimate  connection  bet.veen 
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nerve  endings  and  the  elements  of  the  tissues,  and 
the  evidence  of  physiological  i-elationship  between 
a  healthy  state  of  the  nervous  systevi  and  the  proper 
discharge  of  functions  of  organs,  it  is  not  surprising 
that  any  wide  divergence  from  the  normal  state  of 
the  one  should  show  itself  in  a  corresponding  modifi- 
cation of  nutrition  and  function  of  the  other. 

Trophic  nerves. — Probably  there  are  special 
trophic  fibres.  If  so,  in  the  case  of  the  spinal  nerves 
tliey  take  the  same  course,  and,  in  fact,  are  blended 
with  the  motor,  sensory,  and  sympathetic  buntUes. 

Meissner  has  shown,  that  if  the  innermost  fibres 
of  the  fifth  cranial  nerve  be  divided,  intiammation 
of  the  eye  will  result,  although  sensation  remain 
intact ;  whereas  if  only  the  outer  fibres  be  cut  (sensa- 
tion being  to  a  great  degree  lost)  no  such  lesion  is 
observed.  In  a  case  of  intiammation  of  the  fifth 
nerve  that  came  under  my  notice,  there  was  severe 
trifacial  neuralgia,  perforating  ulcer  of  the  cornea, 
and  rapid  Avasting  of  the  masseter  muscle. 

The  cutaneous  system  presents  numerous  in- 
stances of  the  efiect  of  perverted  function  of  the 
nervous  system,  both  as  to  degree  and  kind.  Thus, 
blanching,  or  loss  of  hair,  has  been  kno^^^n  to  follow 
mental  strain,  severe  neuralgia,  and  fracture  of  the 
base  of  the  skull.  Irregular  pigmentation,  as  in  leu  co- 
derma,  is  believed  to  be  of  neurotic  origin.  But  the 
more  frequent  lesions  are  those  where  the  disordered 
nutrition  of  the  epidermis  and  true  skin  shows  itself 
in  the  forms  of  glossy  smoothness,  eruptions,  and  ulcera- 
tions. Here  it  may  be  remarked  that  these  lesions 
are  more  decided  when  the  nerves  are  irritated,  than 
when  com]5letely  divided.  In  the  latter  case  the 
nutrition  is  defective,  and  there  is  loss  of  power  of 
witlistauding  injuries  and  repairing  their  consequences; 
the  process  is  passive  ratlior  tlian  active. 

Vesicular  eruptions  are  the  most  common;  e.g., 
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herpes  zoster,  from  perineuritis  of  the  sf)inal  nerves, 
and  herpes  labialis  and  frontalis  in  affections  of  the 
fifth  cranial.  The  same  is  true  of  traumatic  irritation. 
The  skin  supplied  by  the  affected  nerve  often  becomes 
glossy,  like  a  polished  scar,  though  at  others  it  is 
rougher  than  natural,  presenting  a  desquamating, 
branny  appearance,  analogous  to  the  unilateral  furring 


Fig.  8.— Portion  of  Shot  embedded  in  Posterior  Tibial  Nerve 

of  the  tongue,  from  irritation  of  the  gustatory  nerve 
or  Its  trunk,  hyuries  of  the  nerve-centres,  leadincr  to 
ulceration  and  .sloughing,  as  seen  in  the  formation  of 
bed-sores,  from  fracture  of  the  spine.  Here  the  de 
sti-uction  of  tissue  is  out  of  proportion  to  the  extent  of 
continued  pressure  on  one  part,  from  inability  to  shift 
position.  Moreover,  in  paraplegia  the  sores  form  over 
the  sncrum,  whereas  in  hemiplegia  there  is  sloughing 
of  the  buttock,  on  the  side  opposite  the  cerebral  lesion 
l  aw/id  irritable  ulcers,  in  the  floor  of  which  the 
terminal  fibres  of  the  nerves  are  probably  expo.sed 
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are  very  intractable,  and  often  refuse  to  heal  until 
those  fibres  have  been  destroyed  by  caustics,  or  the 
fasciculi  supplying  them  have  been  divided  (Hilton). 

Profuse  sweating  has  been  observed  over  the  area 
of  nerve  disturbance. 

Although  paralysis  of  the  vaso-motor  nerves,  and 
in  some  cases  active  vaso-motor  dilatation,  from  stimu- 
lation (Strieker),  may  play  a  conspicuous  part  in  the 
causation  of  extensive  oedema,  and  alteration  of  tem- 
perature, it  is  j)robably  of  secondary  importance  as 
compared  with  affection  of  the  trophic  fibres.  Such 
oedema  occurs  in  some  cases  of  injury  to  the  spinal 
cord,  and  also  in  certain  diseases,  e.g.,  locomotor 
ataxia.    It  may  be  transient  or  permanent. 

Perforating:  ulcer  of  the  foot. — Mr.  Savory 
and  others  have  pointed  out  that  this  is  the  conse- 
quence of  nerve  lesion,  sometimes  local,  more  often 
central.  The  interstitial  tissue  of  the  nerves  is 
increased,  chiefly  relatively,  for  the  nerve  fibres  are 
fewer  and  smaller  than  normal.  The  smaller  fibres, 
which  are  probably  trophic  and  sensory,  sufier  more 
than  the  larger  ones. 

There  is  abundant  evidence  of  disordered  nutrition. 
The  skin  is  cold,  frequently  congested,  and  liable  to 
profuse  paralytic  perspiration.  At  times,  too,  it  is 
thickened,  especially  about  the  toes  ;  and  the  sensi- 
bility i.s  diminished.  The  ulcer  is  often  seated  at  the 
base  of  a  corn,  over  the  ball  of  the  gi-eat  toe,  or  outer 
part  of  the  foot,  i.e.,  where  the  greatest  pressure  is 
brought  to  bear.  It  leads  to  a  deep,  but  usually 
narrow,  simis,  which  may  traverse  the  wliole  thickness 
of  the  foot,  or  terminate  at  a  diseased  bone.  It  is 
very  intractable,  and  liable  to  return  after  it  has 
healed.  It  has  been  found  in  iinresthetic  leprosy, 
locomotor  ataxia,  caries  of  the  spine,  aiul  in  congenital 
deformities  of  the  feet,  which  are  known  to  be  some- 
times associated  with  disordered  innervation,  from 
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defective  development  of  the  spinal  centres  and 
nerves. 

Connective-tissue  liypertropliy. — Short  of 
ulceration,  the  soft  tissues  of  the  foot  and  leg  may 
undergo  hypertrophy,  giving  the  part  a  coarse, 
clubbed,  distorted  look.  The  thickening  is  due  to  an 
overgrowth  of  an  ill-developed  connective  tissue, 
similar  to  tliat  seen  in  elephantiasis.  It  is  more  than 
probable  that  many  cases  looked  upon  as  spontaneous 
local  perversions  of  nutrition  are  really  the  outcome 
of  nerve  lesions. 

Muscular  system — Paralysed  muscles  waste 
from  want  of  their  proper  physiological  stimulus;  but 
in  addition  to  this  there  is  a  more  rapid  atrophy, 
accompanied  by  a  speedy  decline  in  electric  contrac' 
tdity  where  the  trophic  nerves  are  involved.  Compare 
the  state  of  the  muscles  of  the  face  when  palsied  in  an 
ordinary  case  of  hemiplegia  with  that  observed  in 
injury  to  the  trunk  of  the  seventh  nerve,  whether 
directly  from  fracture  of  the  base  of  the  skull,  or  from 
the  pressure  of  inflammatory  exudation,  from  syphilis, 
or  exposure  to  cold,  or  caries  of  the  petromastoid  bone' 

Osseous  system — Tlie  repair  of  a  fracture  is 
liable  to  be  imperfect,  or  indefinitely  delayed,  when  the 
nerve  or  nerve-centre  supplying  the  part  is  injured  • 
thus,  if  the  cord  be  crushed  in  the  dorsal  region,  and 
a  temur  and  humerus  broken  at  the  same  time  union 
will  occur  m  the  latter,  perhaps  not  in  the  former 

Occasionally  bone  is  deposited  in  unusual  situations 
Dr.  Buzzard  ("Clinical  Lectures  on  Diseases  of  the 
Nervous  System,"  p.  225)  describes  a  case  of  locomotor 
ataxia,  m  which_  "a  bony  process  appeared  to  occupy  the 
position  of  the  right  rectus  femoris  muscle ;  it  stretched 
obliquely  downwards,  and  somewhat  inwards,  for  a 
length  of  about  nine  inches."  Tlie  hip  joii  t  was 
affected  on  the  same  side.  Fracture  of  he  boles 
sometimes  occurs  in  locomotor  ataxy;  this  is  no  doub 
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traumatic,  but  it  is  rendered  more  easy  by  reason  of 
atrophy  from  disuse  (the  patient  being  paralysed) 
and  tropliic  erosion,  when  this  is  present. 

The  joints. — The  joints  are  subject  to  remark- 
able errors  of  nutrition  from  lesions  of  the  nerve- 
centres,  acute  or  chronic,  traumatic  or  spontaneous. 
Injury  of  the  cord  from  fracture  of  the  spine  some- 
times induces  rapid  inflammatory  effusion. 

Charcot's  disease. — Ataxic  arthropathy. 
Charcot  has  described  cases  of  the  most  extensive 
disorganisation  of  the  joints  in  persons  affected  with 
sclerosis  of  the  spinal  cord,  especially  of  the  posterior 
columns — locomotor  ataxy.  During  life  the  physical 
signs  simulate  those  of  chronic  rheumatic  arthritis, 
for  which,  in  fact,  they  have  been  mistaken;  but  there 
are  many  important  diflferences,  so  that  one  need  never 
be  left  in  doubt. 

In  locomotor  ataxia  there  is  often  considerable 
effusion  into  the  joint ;  in  rheumatic  arthritis  little  or 
none.  This  is  one  of  the  factors  of  dislocation,  the 
other  being  absorption  of  the  head  of  the  bone,  e.g., 
the  femur. 

In  locomotor  ataxia  the  onset  is  more  sudden 
and  the  course  more  irregular,  and  the  process 
may  subside  partially  or  entirely,  whereas  in  rheu- 
matic arthritis  the  disease  is  slowly  progressive. 

In  locomotor  ataxia  the  formation  of  osteophytes  is 
the  exception ;  in  rheumatic  arthritis  it  is  constant. 

The  joints  are  aflTected  in  the  following  order  of 
frequency  in  locomotor  ataxia  :  knee,  shoulder,  hip. 
Monarticular  rheumatism  is  most  commonly  met 
with  in  the  hip. 

There  is  usually  no  crepitus  to  be  felt  in  tabetic 
joint  disease. 

The  alisor})tion  of  the  cartilages  may  be  comjilete ; 
even  the  head  and  neck  of  a  long  bone  {e.g..,  the 
femur)  may  disappear  (Fig.  9).    Other  parts  of  the 
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bone  may  also  be  eroded,  e.g.  the  iliac  expansion  of 
the  hip.  The  disease  affects  one  or  more  joints.  In 
a  case  described  by  M.  Fere  several  were  involved. 

Some  authorities  contend  that  the  articular  lesions 
are  not  directly  and  entirely  dependent  on  disordered 
innervation ;  but  that  as  tabetic  patients — being  ataxic 


Fig.  9.-Osseous  and  Articular  Lesions,  from  a  case  of  Locomotor  Ataxy. 
A,  Left  iliac  bono :  erosion  of  acetabulum  and  neiBlibourin"  n.art  ■  n  lof f 
femur,  sbowmg  complete  absorption  of  hcadVKrcT 

and  an£esthetic— are  veiy  liable  to  injury,  the  initial 
changes  in  the  joints  are  probably  traumatic.  Whilst 
admitting  that  the  tissues  concerned  are  defective  in 
regenerative  power,  they  look  upon  the  part  played 
by  the  nervous  system  in  causing  Charcot's  disease  as 
being  permis.sive  rather  than  directive 

Cicnit«.„.-inary  systcn.-Attacks  of  profuse 
haimatuna,  synchronous  with  lightning  pains,  have 
been  observed  by  my  colleague,  Mr.  Pagi  in  a  case 
of  locomotor  ataxia;   the  \rine  was  ^uite  normal 
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in  the  intervals  (Brit.  Med.  Journal,  vol.  i.  p.  772, 
1883). 

The  writer  has   seen   painless  swelling  of  the 
testicles  along  with  transient   attacks  of   cystitis.  - 
Perhaps  these  phenomena  were  chiefly  clue  to  in- 
creased blood-capillary  pressure   from  active  vaso- 
motor dilation  referred  to  by  Strieker. 

There  can  be  little  doubt  but  that  trophic  and 
vaso-motor  paralyses,  from  crushing  of  the  spinal 
cord,  cause  a  perversion  of  nutrition  of  the  urinary 
tract,  and  play  an  important  part  in  the  causation  of 
cystitis  and  surgical  kidney. 

The  eye — In  addition  to  what  has  been  said  of 
acute  inflammatory  destruction  of  the  eye-ball  in 
affections  of  the  fifth  nerve,  there  may  be  added  that 
double  descending  optic  neuritis  is  frequently  seen 
in  coarse  lesions  of  the  brain  and  spinal  cord  ;  e.g. 
meningitis  (simple,  tubercular,  and  syphilitic),  intra- 
cranial tumours,  and  cerebral  and  spinal  scleroses. 
Then  there  is  grey  atrophy  of  the  disc  in  locomotor 
ataxia,  etc. 


CHAPTER  XVIII. 

SYPHILIS. 

Syphilis  is  a  specific,  contagious,  non-miasmatic 
disorder,  characterised  by  a  period  of  incvhation  vary- 
in"  from  one  to  seven  weeks,  by  the  development 
of°in  indurated  sore  at  the  seat  of  inoculation  in  the 
acquired  disease,  and  by  an  efflorescence  or  rash, 
and  usually  by  other  inflammatory  lesions.  It  is  so 
Strongly  protective  against  subsequent  attacks  that  the 
immunity  conferred  commonly  lasts  for  the  whole,  or 
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the  gi-eater  part,  of  a  lifetime.  It  can  be  communi- 
cated from  parent  to  offspring  by  indirect  contagion. 

The  local  sores  have  been  desciibed  in  chapter  iii., 
but  there  remain  for  discussion  the  rival  theories 
of  :— 

The  unify  and  duality  of  syphilitic  clian- 
cres.— Some  syphilographers  maintain  that  there  is 
but  one  sore,  though  this  may  manifest  itself  in  a 
constitutionally  non-infective  or  purely  local  form,  or, 
on  the  other  hand,  give  rise  to  generab  symptoms.  Ac- 
cording to  this  view,  soft  and  hard  chancres,  so-called, 
are  relatively  pathological  accidents ;  and  the  difference 
in  the  results  is  explained  by  the  supposed  absence  or 
presence  of  the  germs  of  syi^hilis.  But,  arguing 
from  the  analogy  offered  by  other  specific  diseases, 
these  germs  must  be  considered  as  the  essential 
elements  concerned  in  the  reproduction  of  the  poison, 
and  consequently  in  the  propagation  of  the  disease. 

On  setiological  grounds,  no  greater  mark  of  distinc- 
tion between  an  ulcer  caused  by  simple  chemical  irrita- 
tion and  one  produced  by  a  specific  virus  can  be  well 
conceived.  To  meet  this  objection,  the  supporters  of 
the  'I  unity  "  theory  suppose,  that  either  the  germs  of 
syphilis  are  destroyed  by  the  local  ulcerative  process, 
or  that  they  do  not  find  in  the  system  a  fitting  soil 
for  their  development.  The  former  hypothesis  is 
untenable ;  for  the  poison  is  absorbed  by  the  lympha- 
tics long  before  any  destructive  action  can  be  set  up 
at  the  seat  of  inoculation,  as  shown  by  the  fruitless 
attempts  to  prevent  infection  by  early  excision  of  the 
sore.  From  the  nature  of  things,  it  is  next  to 
impossible  to  prove  the  latter,  since  no  one  would 
think  of  inoculating  a  number  of  persons  to  see  if 
any  were  proof  against  infection.  The  tenacity  of 
lite  possessed  by  the  germs  is  probably  too  great  for 
them  to  succumb  to  the  action  of  chemical  products 
of  decomposition  in    the   sore;   for  constitutional 
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syphilis  may  certainly  be  conveyed  by  the  secretions 
of  most  actively  phagedsenic  chancres. 

Mr.  Savory  considers  that  the  evidence  afforded 
by  gonorrhoja,  which  is  in  most  cases  only  a  local 
affection,  but  which,  in  a  few,  leads  to  general  dis- 
turbance, upholds  the  unity  theory.  But  the  specific 
nature  of  gonorrhoeal  pus  is  denied  by  some  of  the 
greatest  authorities  (Ricord,  Lane) ;  so  the  grounds 
for  analogical  inference  are  untrustworthy. 

Attention  has  also  been  drawn  to  the  fact  that 
scarlatina  does  not  always  give  rise  to  the  usual  con- 
stitutional symptoms.  But  this  by  no  means  shows 
that  the  poison  is  one  whit  the  less  specific,  for  an 
individual  infected  from  such  a  modified  source 
may  develop  all  the  characteristic  features  of  the 
disease.  It  is  not  the  absence  of  constitutional 
symptoms,  but  the  degree  of  manifestation. 

Again,  it  is  said  that  there  are  many  intermediate 
forms  between  soft  and  hard  chancres.  No  doubt 
there  are  ;  but  the  simulation  of  one  morbid  process 
by  another  does  not  prove  an  essential  relationship 
between  them  ;  e.^.,  syphilitic  acne  and  acute  lichen 
imitate  the  papular  state  of  small-pox  ;  but  each  is 
distinct  from  the  others.  There  is  also  a  likeness 
between  the  symptoms  of  vaccinia,  variola,  and 
varicella ;  still  these  diseases  are  none  the  less 
specific.  Those  who  believe  in  the  dualism  of 
syphilitic  sores  explain  the  apparent  transitional 
forms  by  the  effects  of  local  irritation,  or  by  some 
peculiarity  of  the  tissues  in  different  individuals. 
By  sharp  or  continued  irritation  a  hard  chancre  may 
be  made  to  suppurate,  and  a  soft  one  to  indurate,  to 
a  certain  extent.  The  subsequent  induration  of  a 
l^reviously  soft  suppurating  chancre  may  also  bo  due 
to  double  inoculation  at  the  same  time,  each  virus 
pi'oducing  its  own  results  in  its  own  appointed  time. 

Although  there  are  pathological  grounds  for  this 
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conflict  of  opinions,  the  practical  rule  is  never  to  let 
a  patient  suffering  from  a  venereal  sore  pass  from 
notice  until  sufficient  time  has  elapsed  for  the  appear- 
ance of  constitutional  symptoms,  whether  this  seems 
likely  to  be  the  case  or  not. 

J .  Hunter  maintained  that  gonorrhosa  and  syphilis 
were  due  to  the  same  poison,  from  the  fact  that  he 
could  induce  syphilitic  infection  by  inoculation  with 
the  pus  of  acute  "specific"  urethritis;  but  he  did  not 
take  into  account  the  existence  of  urethral  chancres 
and  the  infectivity  of  the  blood  and  secretions  of  the 
subjects  of  constitutional  syphilis. 

Secondary  and  tertiary  syplsilis.— Syphilis 
differs  from  other  exanthematous  fevers  by  the  long 
time  through  which  the  poison  remains  active. 

The  gi-oup  of  secondary  symptoms,  including  the 
eruption,  mucaus  tubercles,  ulceration  of  the  mouth 
and  throat,  loss  of  hair,  indurations  of  the  lymphatic 
glands,  iritis,  and  rheumatic  affections  of  the  muscles 
and  joints,  usually  pass  away  within  the  first  twelve  or 
eighteen  months.  Then  there  is  a  period  of  quiescence 
which  may  occupy  months  or  years,  or  extend  through 
the  patient's  lifetime.  In  the  latter  case,  the  disea'se 
may  be  considered  as  eradicated  ;  in  the  former,  the 
poison  has  lain  dormant,  or  incapable  of  manifesting- 
Itself  by  obvious  signs.  After  this  interval  it  again 
acquires  activity,  and  then  we  arrive  at  what  is 
called  the  tertiary  stage.  In  favour  of  the  view  of 
the  continued  potency  of  the  vii-us  is  the  uncertainty 
as  to  when  the  power  of  transmission  from  parent  to 
offspring  ceases,  and  the  fact  that  a  woman  may  bear 
an  apparently  healthy  child  between  the  births  of  two 
syphilitic  ones,  all  by  the  same  father.  But  many 
pathologist's  regard  tertiary  syphilis  as  the  sequel,  and 
not  the  direct  result,  of  by-gone  infection!  Thev 
consider  that  the  vitality  of  the  tissues  was  lowered 
during  the  secondary  period,  and  that,  as  in  scrofula, 
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these  tissues  then  readily  pass  into  a  state  of  chronic 
inflammation.  The  non-transmissibility  of  the  dis- 
ease in  the  advanced  tertiary  stage  seems  to  lend 
weight  to  this  supposition  ;  but  against  it  are  those 
cases  in  which  the  secondary  symptoms  pass  without 
a  break  into  the  tertiary.  Moreover,  some  of  the 
tertiary  lesions  are  anatomically  characteristic  of 
syphilis  (notably,  gummy  tumour),  whereas  the 
"  sequelae"  of  other  specific  disorders  [e.g.,  scarlet 
fever)  are  far  from  being  so ;  and,  even  in  them, 
there  is  no  absolute  proof  that  the  so-called  "  after 
results  "  are  not,  as  far  as  causation  is  concerned,  the 
direct  outcome  of  specific  irritation. 

The  dogmatic  assertions,  "syphilis  once,  syphilis 
ever,"  and  "syphilis  is  a  flesh  and  blood  disease," 
imply  not  only  a  belief  that  the  tertiary  symptoms 
are  specific,  Irke  the  secondary,  but  that  the  patient  is 
never  freed  from  the  original  taint.  The  latter  view 
is  opposed  to  the  experience  of  many  surgeons. 

The  type  of  the  inflammatory  j^rocesses  changes 
considerably,  for  whilst  the  lesions  of  secondary 
syphilis  tend  to  spontaneous  cure,  those  of  the  tertiary 
period  are  much  more  permanent,  and  show  a  greater 
liability  to  relapses. 

Secondary  syphilis,  as  regards  tissue  selection, 
expends  the  greater  part  of  its  vu-ulence  upon  the 
cutaneous  and  mucous  structures.  Tertiary  syphilis 
affects  these  parts  as  well,  but  it  is  also  very  prone  to 
.attack  the  viscera  and  the  osseous  and  nervous  systems. 

Another  argument  advanced  in  support  of  the 
view  that  secondary  syphilis  is  chiefly  a  blood  disease, 
and  tertiary  an  induced  morbid  state  of  the  tissues,  is 
the  symmetrical  disposition  of  the  local  manifestations 
in  the  former,  and  the  irregular  disti-ibution  m  the 
latter.  But  whilst  this  holds  good  in  the  majoi-ity  of 
cases,  there  are  too  many  exceptions  to  warrant  its 
general  application. 
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The  characteristic  lesions  of  tertiaiy  syphilis  (gum- 
mata)  are  by  some  classed  among  the  tumours,  or  new 
growths,  but  for  no  good  reason.    They  are  simply 
masses  of  inflammatory  exudation,  and  difier  from 
many  tumours  in  that  they  cannot  be  enucleated,  and 
from  the  malignant  ones  further  that  they  do  not 
generalise  ;  moreover,  they  follow  the  course  of  inflam- 
matory exudations  in  general  in  their  tendency  to 
arrive  at  some  typical  end — absorption,  disintegration, 
caseation,  etc.    They  are  chiefly  found  in  the  skin  and 
subcutaneous  tissue ;  in  the  mucous  and  submucous 
tissues,  particularly  in  the  mouth  and  pharynx ;  in 
the  internal  organs,  e.g.,  the  liver,  kidney,  and  brain ; 
and  lastly  in  bone.    They  vary  in  size  from  that 
of  a  hempseed  to  a  large 
walnut.     They  may  be 
looked  upon  as  aggregates 
of  microscopical  foci  of 
inflammation,  which,  at 
first  vascular  throughout, 
subsequently,    from  de- 
generative and  indurative 
changes,  show  three  fairly 
distinct  .  zones  :    an  in- 
ternal, composed  of  fatty 
and  granular  debiis  de- 
void of  vessels  ;  a  middle 
one,  where  the  cells  are 
round  and  oval  and  under- 
going atrophy;   and  an 
external   highly  vascular  and  exudative.     No  hard 
and  fast  luxe  is  to  be  drawn  between  these  zones;  they 
shade  mto  one  another,  since  they  represent  overlappiS 
tages  of  growth  and  decay.   The  cells  are  imbedded  ^ 
^irr'  ::;'"'T^^      ^>^-Ph,  sometimes  fibrillated! 
SIpW      /l'™;Sl^fS  appearance,  but  more  often  so 
thickly  set  with  cells  as  to  be  scarcely  visible  (Fi<.  10) 


-a 


Fig.  10.— Syphilitic  gnmma  of  tlie 
Liver. 

I,  Centres  of  nodes  in  which  the  cells 
have  hecnrac  granular;  h,  periphery 
of  the  noden :  c,  vessel  (x  100).  U/tcV 
Corml  and  Kanvier.)  ^  ' 
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An  old  gumma  appears  to  the  naked  eye  as  a 
greyish,  yellow  mass,  surrounded  by  a  zone  of  fibrous 
tissue.  It  is  quite  firm,  and  has  less  tendency  than 
tubercle  or  infarctions  to  soften  in  the  centre.  In  the 
internal  organs  it  rarely  breaks  down,  but  the  pro- 
ducts of  its  degenerations,  and  those  of  the  tissue 
destroyed  by  its  invasion,  are  slowly  absorbed,  deep 
puckered  cicatrices  marking  the  spot  where  it  existed. 
In  the  superficial  structures,  where  it  is  more  exposed 
to  irritation,  it  very  often  ulcerates,  causing  wide- 
spread serpiginous  sores,  the  discharge  from  which  is 
at  first  glairy  from  mucoid  or  colloid  degeneration  of 
the  lymph  and  cells.  This  may  begin  by  superficial 
ulceration  and  gradual  disintegration,  or  the  whole 
mass  may  slough  out. 

The  caseation  is  dependent  firstly  upon  an  inherent 
low  vitality  of  the  exudation  (aplastic),  and  secondly 
upon  capillary  thrombosis,  the  consequence  of  in- 
flammation of  the  walls  of  the  vessels.  Amongst  the 
amorphous  debris  may  be  seen  stellate  crystals  of 
stearic  acid,  and  plates  of  cholesterine.  Giant  cells  are 
occasionally  present  at  the  periphery,  but  they  are  not 
so  common  as  in  tubercle.  Gummata  imdergo  extensive 
mucoid  change,  hence  the  name  "  gummy  tumour." 

Syphilitic  eruptions.— Unless  rupia  be  regarded 
as  essentially  of  syphilitic  origin,  all  the  forms  of 
cutaneous  eruptions  in  syphilis  are  modifications  of 
non-specific  varieties.  The  peculiarities  of  syphilitic 
eruptions  are  : 

1.  Polymorpliism. — The  same  patient  may  exhibit 
at  once  what  is  known  as  a  mixed  syphilide,  i.e.  an 
association  of  different  types  of  cutaneous  rash  ;  e.g. 
papular,  scaly,  tubercular,  etc.  This  is  often  seen  in 
the  secondary  or  exanthematous  stage.  It  is  also 
met  with  in  the  tertiary  period.  But  it  should  be 
understood  that  this  polymorphism  depends  ratlier 
upon  the  degree  of  local  inflammation,  than  upon  any 
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well-marked  variation  in  the  morbid  process.  Thus 
papular  passes  insensibly  into  tubercular  syphilide, 
the  latter  indicating  a  more  extensive  exudation,  and 
therefore  a  greater  obstruction  to  the  capillary  cir- 
culation, and  liability  to  ulceration  and  interstitial 
destruction  of  tissue.  Again,  syphilitic  psoriasis  par- 
takes very  much  of  the  nature  of  an  inflammatory 
desquamation,  as  well  as  of  epithelial  hyperplasia. 

2.  Selection  of  site. — Though  no  part  of  the 
skin  is  exempt  from  the  efflorescence  or  secondary 
roseola,  the  trunk,  and  fronts  of  the  axillaj  and 
elbows,  are  favourite  situations  for  this  form  of 
eruption.  Tubercular  syphilide  has  a  proclivity  for 
the  face,  and  especially  the  forehead— "  the  mark  of 
the  beast,"  as  it  has  been  aptly  termed.  Squamous 
syphilide  in  the  shape  of  palmar  and  plantar  psoriasis 
IS  well  known.  The  special  liability  of  certain  parts 
of  the  skm  to  the  action  of  the  virus  is  observed  in 
other  specific  fevers. 

_  3.  Pigmentation  is  more  marked  in  syphilitic  than 
m  simple  eruptions.  Eor  the  pathology  of  thi^ 
staming,  see  chapter  xiv. 

4.  Aberration  from  ^i/pe.— Whereas  simple  psoriasis 
has  a  decided  tendency  to  aftbet  the  back  of  the 
limbs,  notably  at  the  knees  and  elbows,  the  syphilitic 
form  IS  more  often  observed  on  the  flexor  aspect 

5.  Absence  of  itching  is  the  rule,  but  there  are 
many  exceptions  It  does  not  depend  upon  the  state 
of  tension  of  the  nerves,  for  there  is  no  certain 
relationship  between  the  amount  of  exudation  and  the 
degree  of  hyperesthesia  of  the  skin.  Either  t  e 
chemica  products  of  the  inflammatory  changes  are 
^L^^S;'!"-"!!!!^?^ of  iphiurLH 


sedative  effect  upon  the  tissue  elements  of  the  nerves 
Sccon,  a..y  and   tertiary  c.H,ui«»s._TS 

oxant hem  of  syphilis,  which  is  rarely  or  never  absent 
though  frequently  so  slight  as  to  /ass  uLoticed  by 
K — 2 
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the  patient,  is  a  fafular  roseola  or  lichen.  The  spots 
vary  from  the  size  of  a  pin's  head  to  that  of  a  split 
pea.  The  exudation  is  effused  into  the  papillary  layer 
of  the  skin.  The  rash  generally  makes  its  appearance 
from  the  fifth  to  the  eighth  week  after  inoculation. 
It  is  not  all  thrown  out  at  once,  but  in  an  irregular 
series ;  whilst  some  spots  are  fading  away  others  are 
formed.  At  this  time  the  patient  is  somewhat  fe^■erish, 
the  thermometer  rising  from  one  to  two  degrees. 

As  before  said,  the  natural  efflorescence  is  often 
modified  by  other  varieties  of  sypliilide,  of  which  the 
squamous  is  the  most  common,  whilst  the  vesicular  is 
comparatively  rare.  The  more  severe  the  cutaneous 
lesion,  the  moi-e  likely  is  it  to  assume  the  squamous 
and  tubercular  form.  Though  no  hard  and  fast  line 
can  be  drawn  between  the  secondary  and  tertiary 
manifestations,  it  may  be  said  that  the  former  are  less 
prone  to  suppurate  and  leave  indelible  cicatrices  in 
the  skin.  In  persons  of  j^yogenic  tendency,  par- 
ticularly those  of  strumous  diathesis,  destructive 
ulceration  may  commence  quite  early. 

Sypliilitic  psoriasis.  —  Squamous  syphilide. 
Small  discrete  patches  are  very  frequently  inter- 
spersed with  lichenous  papules  in  the  primary 
eruption.  The  scales  are  less  numerous  and  silvery 
than  in  the  simple  eruption.  In  some  cases  they  form 
a  fine  circlet  at  the  peripliery  of  the  spots,  and  are 
thinly  scattered  on  the  surface.  In  others  the  epithelial 
cells,  imbedded  in  fibrinous  exudation,  form  quasi- 
scabs,  which  split  here  and  there,  giving  a  fissured 
appearance.  It  is  not  really  a  psoriasis,  but  a  granu- 
lation-tissue formation ;  scaliness  is  common  to  many 
inflammatory  diseases  of  the  skin.  _ 

Sypliilitic  lepra,  an  inveterate  kind  of  psoriasis, 
occurs  in  patients  who  arc  broken  down  in  health,  and 
manifest  tlie  earthy  cachexia;  it  indicates  profound 
constitutional   disturbance.     It  assumes  a  cu-cular 
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or  sinuous  outline  so  common  in  syphilitic  affections 
of  the  skin.  The  surface  is  more  or  less  tliickly  coated 
■with  exudative  and  desquamative  products;  but  as  the 
latter  predominate  it  presents  a  coarse  scaly  aspect. 

Plantar  and  palmar  psoriasis  is  generally 
of  syphilitic  origin.  As  the  exudation  spreads  beneath 
the  thick  epidermis  it  raises  it,  and  causes  it  to  split 
into  flakes.  The  heel  cuticle,  being  very  dense,  resists 
this  for  some  time,  so  that  it  is  frequently  undermined 
for  a  considerable  distance,  and  when  stripped  off  it 
leaves  a  moist  raw  surface.  Cutaneous  eruption  of 
the  sole  is  at  once  suggestive  of  syphilis  and  scabies, 
the  same  as  ulceration  between  the  toes.  The 
syphilitic  nature  of  palmar  psoriasis  is  often  confirmed 
by  the  existence  of  squamous  patches,  or  superficial 
ulcers  on  the  tongue.  It  is  a  late  secondary  or 
tertiary  symptom. 

TuberciUar  sy]>liilide.— The  specific  term  has 
no  reference  to  the  microscopical  anatomy  of  the 
lesion,  as  in  tuberculosis.  It  relates  only  to  the  naked- 
eye  appearance  of  the  eruption.  The  "  tubercles"  are 
firm  hard  nodules  raised  above  the  surface  of  the  skin. 
When  they  form  about  sebaceous  glands  the  disease  is 
known  as  syphilitic  acne.  They  have  a  tendency  to 
ulcerate  ;  but  whether  this  is  developed  or  not,  the 
tissue  elements  are  often  destroyed,  so  that  when  the 
inflammation  subsides  and  the  exudation  and  softenino' 
products  are  absorbed,  pale  depressed  cicatrices  are 
left.  This  is  all  the  more  likely  when  the  eruption 
occurs  m  the  tertiary  stage,  for  then  there  is  less 
probability  of  its  speedy  disappearance.  Histologically 
the  tubercles  consist  of  inflammatory  neoplasia,  without 
any  very  definite  disposition  of  the  constituents.  They 
may  be  considered  as  gummata  in  miniature. 

Bullous  and  vesicular  sypliiiides  Bullous 

eruptions  occur  both  in  acquired  and  congenital  sy])hi]is. 
In  acquired,  as  rupia  ;  in  congenital,  as  pemiMyus. 
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Rupia  is  characterised  by  heaped-np  incrustationa 
oil  the  surfaces  of  patches  which  are  usually  occupied 
by  bulhvj  in  the  lirst  instance.  Tlio  bulla  bursts  or 
dries  up,  and  the  exudation  and  epidermis  form  a  scab, 
which  increases  in  depth  by  addition  to  its  base. 
jNIeauwhile  the  area  of  intlammation  widens,  and 
consequently  the  scabs  are  somewhat  conical,  and  as 
there  is  more  or  less  lamination  they  resemble  oystei'- 
shells. 

Pempki(/V!t. — Children  are  sometimes  born  with  a 
Irallous  eruption  upon  them  ;  but  most  frequently  it 
appears  after  birth.  In  the  latter  event  it  breaks  out 
within  the  lirst  few  days,  or,  what  is  more  usual,  it 
shows  itself  about  the  time  of  the  other  manifestations 
of  cutaneous  sypihilis ;  viz.,  from  the  tifth  to  the 
eighth  week.  It  shows  that  the  tissues  and  blooil  are 
jn'ofoundly  imbued  with  the  poison,  and  betokens  a 
fatal  issue,  very  few  cases  recovering.  Vesicular 
sj'philide  occasionally  constitutes  a  part  of  the  general 
exanthem.  When  it  occurs  late  in  the  disease  it  may 
correspond  with  the  distribution  of  certain  nerves, 
and  then  it  is  probably  the  result  of  syphilitic  peri- 
neuritis. 

Viscoral  sypliilis. — Very  little  is  known  of  the 
visceral  changes  in  the  secontlary  stage  of  acquired 
syphilis.  In  the  tertiary  period  they  are  among  the 
best  understood  lesions.  For  the  most  part  they  are 
met  with  as  chronic  inlhvmmatory  thickenings,  and 
lardaceous  degeneration.  The  latter  is  more  likely  to 
develop  when  there  has  been  long-continued  supjnira- 
tion,  but  it  is  not  confined  to  these  cases.  The  general 
cachexia  is  sufficient  to  account  for  its  occurrence. 
The  abdominal  organs  ai-e  the  chief  seat  of  the  morbid 
process,  especially  the  liver,  kidneys,  and  spleen.  As 
regards  the  essentially  intlauunntory  exudations  (<'.</., 
in  the  liver)  they  are  met  with  in  four  forms:  (1) 
gunnny  tumours,  (2)  dill'use  interstitial  hyperplasia, 
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(3)  capsular  indurations,  (4)  fibrous  bands  or  seams, 
that  divide  the  parencli3'ma  into  irreo-ular  nodular 
masses  which  simulate  cancerous  i^rojections ;  but  the 
latter  are  generally  somewhat  umbilicated  in  the 
centre,  whereas  syphilitic  elevations  are  Avanting  in 
this  feature.    Syphilis  is  one  cause  of  fibroid  phthisis. 

lati-acrnnial  syitliilis  includes  (1)  gummata, 
which  are  generally  found  in  the  cortical  portions  of 
the  brain ;  (2)  chronic  thickening  of  the  meninges 
(pachymeningitis);  (3)  dise  ase  of  the  arteries  (^q.v.), 
which  may  lead  to  aneurism  ;  or  to  thrombosis,  and 
consequent  cerebral  softening.  The  symptoms  to  be 
looked  for  are  severe  continued  headache,  some 
localised  paralysis  or  spasm,  and  double  optic  neuritis. 
Syphilitic  paralyses  (e.g.,  of  the  cerebral  nerves)  are 
for  the  most  part  irregular  and  total. 

Intraspiiial   sypliilis  Here   also   we  find 

inflammatory  induration,  and  occasionally  gummata. 
Locomotor  ataxy  and  lateral  sclerosis  are  believed  in 
many  cases  to  owe  their  origin  to  syphilis.  The 
peculiarity  of  these  affections  consists  in  their  bein.c' 
to  a  great  extent  confined  to  certain  columnar  systems 
of  the  cord,  in  this  way  contrasting  strongly  with  the 
generally  ^irregular  distribution  of  tertiary  syphilitic 
lesions.  The  localisation  seems  to  point  to  these 
so-called  "scleroses"  being  dependent  on  degeneration 
ot  the  nerve-fibres  and  fibroid  substitution,  rather 
than  on  ordmary  inflammatory  exudation.  This  view 
IS  further  strengthened  by  the  extremely  chronic 
nature  of  the  morbid  process 

.tn.!'^'""l 'nrynx—In  the  secondary 
s  age  we  meet  with  an  erythematous  condition  as  in 
the  fauces,  mucous  tubercles,  and  follicular  ulcers. 
I  he  inflammation  subsides,  or  it  passes  into  a  more 
obstinate  and  destructive  form,  such  as  arises  in 
the  course  of  other  tertiary  manifestations.  Ter- 
tiary ulceration  of  the  larynx  usually  begins  at  the 
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base  of  the  epiglottis.  It  is  accompanied  by  a  good 
deal  of  swelling  in  the  mucous  and  submucous  tissues. 
The  vocal  cords  and  epiglottis  may  be  entirely  eaten 
away.  The  perichondrium  suffers  as  well,  it  may  be 
to  such  an  extent  that  the  cartilages  necrose. 

Sypljilitic  eye  affections. — Of  these,  the  one 
of  most  frequent  occurrence  is  iritis,  a  rather  late 
secondary  lesion.  Although  the  disease  is  centred  in 
the  iris  it  involves  other  structures,  e.g.,  the  choroid, 
and  sometimes  the  retina.  The  effused  lymph,  which 
is  in  considerable  quantity,  is  more  lumpy,  and  darker 
in  colour  than  in  simple  iritis.  Permanent  adhesions 
to  the  lens  capsule  (posterior  synechia)  are  liable  ^  to 
form,  and  by  maintaining  a  constant  state  of  tension 
predispose  to  recurrent  attacks  of  inflammation.  The 
natural  hue  and  lustre  are  lost.  The  colour  is  a 
compound  of  the  normal  tint  and  that  of  the  exuded 
reddish  yellow  lymph  ;  so  that  in  a  patient  with  dark 
(iyes  it  becomes  a  rusty  brown ;  and  in  one  with  blue 
it  assumes  a  dirty  greenish  appearance. 

Choroiditis  syphilitica  is  characterised  by  dis- 
seminated whitish  patches,  surrounded  by  a  zone  of 
accumulated  pigment.  The  pallor  of  these  spots  is 
due  to  absorption  of  tlie  epithelial  and  stromal 
pigment,  and  to  the  vascular  exudation.  The  re-deposit 
of°the  colouring  matter  follows  the  general  law  that 
guides  inflanmiatory  processes  in  highly  pigmented 
tissues,  e.g.,  the  skin.  It  is  not  limited  to  syphdis, 
though  in  it  it  is  unusually  well  marked.  The  subse- 
quent changes  consist  of  atrophy  of  the  choroidal  cells 
and  vessels.  The  retina  is  more  or  less  affected  at  the 
same  time  as  tlie    choroid,  to  wliich   it  becomes 

adherent.  . 

Retinitis  syphilitica  presents  itself  as  a  ditluse 
exudation,  wliich  extends  from  the  margin  of  tlie 
optic  disc  in  an  irregular  manner  along  tlie  course  of 
retinal  vessels.    The  outline  of  the  cloudy  whiteness 
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is  indistinct.  This  disposition  contrasts  strongly  with 
the  brilliant,  highly  refractive  patches  of  albuminuric 
retinitis.  Capillary  ha3morrhages  are  not  infrequent. 
The  lymph  is  partly  absorbed,  and  partly  organised 
into  imperfectly  hbrillated  tissue.  Meanwhile,  the 
proper  elements  of  the  retina  waste ;  and  the  vessels 
get  smaller  and  smaller,  until  only  a  few  attenuated 
streaks  can  be  seen  traversing  the  optic  disc,  on  their 
way  to  the  fundus.  When  the  atrophy  has  reached 
this  degree  the  disc  is  small  and  pale.  Scattei'ed 
patches  of  choroiditis,  as  above  described,  may  be  seen 
in  different  parts  of  the  fundus. 

Double-descending  ojjiiG  neuritis  is  one  of  the 
symptoms  of  intracranial  lesions,  which  are  frequently 
of  syphiUtic  origin. 

Congenital  syphilis. — The  embryo  may  be 
syphilised  from  the  first,  through  one  or  both  parents 
suffering  from  the  disease  at  the  time  of  impregnation. 
Or  the  mother  may  become  infected  during  pregnancy. 
In  either  case  abortions  are  very  common,  but  they 
are  of  greater  frequency  in  the  former.  The  placenta 
is  often  found  to  be  extensively  diseased,  especially 
the  foetal  poi-tion.  The  chorionic  villi  are  imbedded 
in  inflammatory  exudations,  which  take  the  form  of 
pale  gummatous  consolidations.  This,  together  with 
the  action  of  the  virus  upon  the  developing  tissues, 
causes  the  death  of  thefcctus  and  consequent  abortion, 
which  is  most  common  about  the  third  month  of 
pregnancy. 

Should  the  foetus  survive  until  it  attains  viability, 
it  may  then  be  born  alive  or  perish  in  utero. 

_  In  the  latter  case  it  generally  shows  unmistakable 
evidence  of  the  disease.  The  skin  is  discoloured. 
The  epidermis  may  be  raised  in  blebs,  or  be  under- 
going desquamation  subsequent  to  bursting  of  the 
bullae  of  what  was  probably  intra-uterine  pemphi- 
gus.   This  must  be  distinguished  from  post-mortem 
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maceration.  When  the  child  is  born  alive,  it  may 
die  luiraediately  after  birth,  or  within  the  first  few 
days  of  life.  As  a  rule,  hoAvever,  nothing  unusual  is 
noticed  until  it  is  from  three  to  eight  week.s  old.  It 
is  noteworthy  that  the  secondary  symptoms  of  con- 
genital syphilis  generally  appear  at  about  the  same 
period  after  birth  as  those  of  the  acquired  disease 
after  inoculation. 

CtitaHeoiss  ca-9sptions — These  tend  to  be  moist. 
They  usually  consist  of  deep-red  or  copper-cploured 
blotches  upon  the  palms  and  soles,  and  about  the  anus 
and  genital  organs.  Scaly  and  tubercular  syphilides 
are  not  so  well  marked  as  in  the  acquired  affection. 
At  the  same  time,  the  rash  is  liable  to  be  polymor- 
phous.   Pemj^higus  has  been  referred  to. 

Mucous  tubercles  (vide  Ulcers)  are  very  com- 
mon. They  are  chieily  found  near  the  verge  of  the 
anus,  in  the  flexures  of  the  groins,  on  the  bucco- 
pharyngeal mucous  membrane,  and  in  the  larynx. 

Affections  of  the  mositli  and  nose. — The 
mouth  is  subject  to  diffuse  erythematous  inflammation 
of  the  raucous  membrane.  It  is  also  the  seat  of 
mucous  tubercles,  and  superficial  fissured  ulcers  which 
extend  from  the  angles  to  the  skin  of  the  cheek. 

As  these  heal,  they  leave  radiating  pale  cicatrices 
which  may  persist  throughout  life.  The  faulty  de- 
A'elopment  of  the  permanent  teeth  is  the  result  of 
specific  stomatitis. 

The  mucous  membrane  of  the  nose  is  thickened, 
and  gives  off  a  muco-purnlent  discharge.  The  perios- 
teum and  bones  also  sufler,  hence  imperfect  growtli 
and  flattening  of  the  bridge.  ( Vide  Diseases  of  bone.) 

Affections  of  tlic  eye. — (I)  Acute  iritis  is 
more  frequent  than  is  supposed.  It  is  often  not 
observed  because  not  looked  for.  It  is  generally 
symmetrical,  and  occurs  about  the  same  time  as  the 
other  early  secondary  symptoms,  rarely  beyond  the 
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sixth  month.  Since  the  anterior  chamber  is  very 
shallow  in  infants,  adhesions  are  liable  to  form  between 
the  lens  capsule  and  the  posterior  sm'face  of  the 
cornea.  There  may  be  lasting  evidence  of  this  in  the 
shape  of  a  tine  filament  connecting  the  two  structures, 
or  of  a  central  opacity  on  the  front  of  the  lens  capsule 
(pyramidal  cataract) ;  but  this  is  more  common  as  a 
sequel  of  ophthalmia  neonatorum  than  of  congenital 
syphilitic  iritis. 

(2)  Interstitial  keratitifi  is  a  tertiary  phenomenon. 
Most  common  about  the  age  of  puberty,  it  attacks 
both  eyes,  though  there  may  be  an  interval  of  several 
months.  Lymph  is  deposited  between  the  corneal 
laminte  instead  of  upon  the  surface.  It  is  first  seen 
as  hazy  spots  in  the  substance  of  the  cornea,  or  it 
begins  as  a  cloudy  crescent,  which  rapidly  becomes 
vascularised.  As  the  spots  enlarge,  a  more  diffused 
or  nebulous  appearance  is  presented.  Loops  of  capil- 
lary blood-vessels  form  in  the  exudation  in  connection 
with  the  conjunctival  and  sclerotic  cu-culation.  As 
the  inflammation  subsides,  the  cornea  clears  up,  tirst 
at  the  periphery,  then  more  or  less  throughout ;  but, 
as  a  rule,  tJiere  is  a  certain  amount  of  haziness  left,' 
and,  in  severe  cases,  very  considerable  opacity. 

Wliilst  the  lymph  is  being  absorbed  or  organised 
the  vessels  shrink  and  finally  disappear. 

(3)  Kerato-iritis  is  an  inflammation  of  the  cornea 
and  ins.  It  is  likewise  a  tertiary  symiotom,  making  its 
appearance  from  about  the  fifth  to  the  eighth  yea^^ 

(4)  Choroiditis  and  retinitis  are  said  to  affect  one 
or  both  eyes  with  about  equal  degrees  of  frequency, 
ihe  pathology  is  the  same  as  in  acquired  syphilis 

Airections  of  the  ear—Mucous  tubercles'  are 
occasionally  seen  in  the  external  auditory  meatus, 
but  they  do  not  lead  to  any  after  results.  Congenita 
syp inks  IS  the  most  common  cause  of  permanent 
double  deafness  in  children.    This  is  due  to  chronic 
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inflammation  of  the  muoous  membrane  of  the  middle 
ear,  and  thickening  of  the  membrana  tympani. 

The  tympanum  is  blocked  with  granulation  tissue, 
which  contracts  and  overcaps  the  drum.  Moreover, 
the  ossicles  become  anchylosed,  or  even  absorbed. 

Otitis  media  may  be  accompanied  by  catai-rh  of 
the  external  meatus.  This  form  of  ear  disease  is 
liable  to  suj)ervene  on  the  subsidence  of  a  kerato- 
iritis,  but  it  also  occurs  alone.  It  seems  probable  that 
in  some  cases  of  congenital  syphilis  there  is  disease 
of  the  labyrinth ;  e.g.  cochleitis. 

Osseous  lesions  and  teotli.  (v. Diseases  of  bone.) 

Viseeral  lesions  consist  of  congestive  and 
fibroid  enlargement  of  the  liver,  spleen,  etc.,  and 
gummata.  Swelling  of  the  spleen  is  very  common. 
It  may  be  temporary  or  permanent.  The  capsules  of 
the  liver  and  spleen  are  sometimes  much  thickened. 
It  is  said  that  perihepatitis  from  congenital  syphilis  is 
one  cause  of  infantile  jaundice  and  ascites. 

"  Abscesses "  have  been  desci-ibed  in  the  lung 
and  thymus  gland.  I  have  seen  a  gumma  in  the 
liver  of  a  child  twelve  months  old  at  tlie  time  of 
death.  In  the  brain  one  meets  with  chronic  inflam- 
mation of  the  cerebral  arteries,  meningitis,  and  hydro- 
cephalus from  "irritative  di'opsy  "  of  the  ventdcles. 

General  consi<lerations. — The  secondary  and 
tertiary  symptoms  of  congenital  sypliilis  are  more 
frequently  associated  than  in  the  acquired  disease. 
Thus  gummata  may  be  met  with  at  a  very  early  age. 
Still,  as  a  rule,  there  is  a  well-marked  interval  between 
the  time  of  disappearance  of  the  rash,  mucous  tuber- 
cles, snuffles,  etc.,  and  the  outbreak  of  graver  lesions, 
such  as  phagedsenic  ulcers,  caries,  and  necrosis  of  bones. 

Considering  that  congenital  syphilis  exerts  its 
morbid  action  on  young  and  growing  tissues,  it  is  not 
to  be  wondered  at  that  75  per  ccrit.  of  the  recorded 
cases  of  death  from  syphilis  should  happen  in  children 
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under  one  year  of  age.  How  profoundly  the  whole 
system  is  steeped  in  the  virus  is  shown  by  the  rapid 
wasting  of  the  body,  and  the  cachectic  look  of  the  skin. 


CHAPTER  XIX. 

RICKETS — "SCURVY  RICKETS  "  "  FCETAL  RICKETS." 

RICKETS. 

Rickets  is  a  constitutional  disease.  Its  chief 
manifestation  is  a  lesion  of  bone  tissue,  occurring  at  a 
time  of  great  developmental  activity.  It  is  looked 
upon  by  some  as  a  symptom  of  scrofula,  but  it  differs 
from  it  by  the  usual  absence  of  other  signs  of  that 
disease,  such  as  suppuration  and  caseation,  and  by  the 
whole  osseous  system  being  affected.  In  some  of  its 
features  it  resembles  congenital  syphilis,  e.g.,  the 
fibroid  induration  of  parenchymatous  tissues,  such 
as  the  liver,  and  the  enlargement  of  the  epiphyses 
of  bones.  In  fact,  inherited  syphilis  is  considered 
a  cause  of  rickets.  The  balance  of  opinion,  however, 
is  in  favour  of  the  two  diseases  being  distmct. 

Natural  ossification.— To  rightly  understand 
the  morbid  changes  occurring  in  bones  in  rickets,  we 
may  briefly  state  what  takes  place  in  normal  ossifica- 
tion at  the  epiphysis  of  a  long  boue. 

In  a  vertical  section  there  may  be  seen  :  (1)  A 
layer  of  hyaline  cartilage  ;  (2)  a  cartilaginous  matrix 
impregnated  Avith  lime  salts  forming  trabecular  spaces, 
or  alveoli  which  contain  embryonic  medulla  and 
blood-vessels.  This  layer  constitutes  the  ossiform 
tissue  of  Broca  ;  (3)  true  bone. 

The  cartilage  cells  lodged  in  primary  capsules 
enlarge  and  divide,  and  become  surrounded  by 
secondary  capsules.    A  further  segmentation  occurs, 
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and  the  secondary  capsules  undergo  solution ;  broods 
of  embryonic  cells  are  thus  formed,  which  quickly 
join  adjacent  groups  by  absorption  of  the  matrix. 
The  embryonic  tissue  becomes  vascular  by  blood- 
vessels shooting  in  from  the  canals  in  the  true  bone, 
which  latter  increases  by  the  filling  in  of  the  alveoli. 

These  changes  succeed  one  another  so  rapidly  that 
the  intermediate  ossiform  layer  only  attains  a  thickness 
of  about  1^  mm. 

The  growing  part  is  softer  than  cartilage,  and 
hence  gives  way  in  "fracture  through  the  epiphysis." 

]79o<lific(l  ossification  in  rickets.  —  Let  us 
now  look  at  a  similar  section  of  a  rickety  bone.  The 
layer  between  the  cartilage  and  the  bone  is  many 
times  thicker  than  normal.  The  tissue  of  which  it  is 
composed  has  been  termed  spongeoid  by  Guerin,  on 
account  of  its  porosity  and  consistence.  Unlike  the 
healthy  ossiform  layer,  it  is  irregular  in  outline, 
sending  processes  into  the  bone  continuous  with  it. 
It  is  highly  vascular,  and  sometimes  contains  islets  of 
hyaline  cartilage,  partly  explaining  the  isolated  cal- 
cified patches  seen  along  the  line  of  the  epiphyses. 
This  spongeoid  tissue  at  the  surface  joins  with  the 
subperiosteal  osteoid  tissue  of  Virchow,  which  is 
converted  into  a  soft,  thick,  vascular  substance,  that 
at  a  later  stage  becomes  firmer  and  more  adlierent  to 
the  underlying  bone.  The  central  marrow  loses  a 
good  deal  of  its  fat. 

Microscopy. — The  primaiy  cartilage  capsules  are 
unusually  lai-ge,  and  the  secondary  capsules  arc  very 
numerous  and  compressed  ;  in  fact,  there  is  evidence 
of  greatly  increased  activity  in  the  initial  process  of 
ossification,  whilst  the  later  stages  are  not  only 
delayed,  but  arc  for  the  time  abortive. 

Instead  of  the  secondary  capsules  becoming  dis- 
solved, thoy  are  invaded  by  the  calcifying  process  of 
the  matrix,  and  thus  the  cells  they  contain  are  cut  oflf 
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from  further  active  change.  They  become  angular, 
are  larger  than  bone  corpuscles,  and  have  no 
anastomatic  canaliculi  (Fig.  11). 

No  lamination  is  seen  in  the  trabeculas  of  the 
spongeoid  tissue.  Tlie  vascular  channels  of  the  old 
bone  are  continued  into  the  cartilage,  where  they 
enlarge  by  absorption  of  the  calcified  tissue,  and  theie, 


Fig.  11.— Zoue  of  Proliferating  Carti'age  ia  Eachitis. 

^f"fi^^'■^vl,icl^?fni^;«rtn'^''^  my^nnx^  solution  of 

cSl^    S  M  inn^  n^^^^^^^  'i,  secondary 

aSd  RanVier)  ^      ""^  ^^"^^  ""^  cxamiuud  in  water  (Cornil 


by  joining  together,  form  a  system  of  intersecting^ 
canals  filled  with  vascular  embryonic  marrow  In 
normal  o.ssification  the  alveoli  become  occupied  by 
fu  ly  developed  bone  :  but  in  rickets  there  is  defective 
calcification,  which  occurs  where  it  is  not  wanted,  and 
fails  where  It  i.s.  The  corpuscles  become  angular,  and 
the  intercellular  substance  finely  fibrillated.  A  similar 
condensation  and  fibrillation  are  noticed  in  the  medulla 
of  the  cancellous  bone,  in  the  .Haversian  canals  of  the 
compact  bone,  and  in  the  subperiosteal  formation. 
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The  spaces  everywhere  containing  this  medulla  enlarge 
by  absorption  of  their  walls,  and  thus,  whilst  the 
constructive  process  falls  short,  the  destructive  is 
actively  at  work,  and  so  the  whole  bone  is  rendered 
soft,  and  is  readily  bent  by  pressure. 

In  the  osteoid  tissue  beneath  the  periosteum 
trabecule  form,  and  both  in  these  and  the  osteoid 
basis  the  cells  become  stellate  and  anastomatic. 
Immediately  surrounding  the  old  bone  in  the  more 
advanced  stages  are  laminae  of  true  bone,  separated  by 
a  delicate  connective  tissue.  This  appearance  is  due 
to  the  increase  and  subsequent  fibrillation  of  the 
medulla  between  the  laminse,  which  have  been 
attenuated  by  absorption  (Cornil  and  Ranvier). 

When  the  morbid  changes  in  the  bones  cease, 
ossification  proceeds  at  a  rapid  rate,  and  at  the  epi- 
physis is  completed  before  the  usual  time,  accounting 
for  the  undue  shortness  of  the  limbs,  since  it  is  chiefly 
by  the  growth  at  the  epiphysial  cartilages  that  the 
bones  increase  in  length. 

Fractiu'e. — The  callus  thrown  out  in  fractures 
of  rickety  bones  consists  of  osteoid  tissue,  and  does 
not  pass  through  the  intermediate  stage  of  cartilage. 
It  is  large,  and  ossifies  readily. 

Deformities. — Even  after  all  morbid  action  has 
ceased  and  ossification  is  completed,  there  is  e^^dence 
more  or  less  of  the  arrest  of  growth  of  the  bones, 
which,  coupled  with  the  secondary  deformities  from 
pressure,  make  up  the  sum  total  of  a  rickety  skeleton. 
It  is  true,  as  time  goes  on  a  re-moulding  of  the  bones 
takes  place,  so  that  curvatures  partially  or  entirely 
disappear.  Where  they  remain  in  tlie  long  bones,  a 
buttress  of  compact  bone  is  formed  in  the  concavity 
of  the  curve,  acting  as  a  support,  and  so  dimmishing 
tlie  lia))ility  to  fra'cturo.  It  is  not  uncommon  for  a 
long  bone  (^'.//.,  the  tibia,  which  is  curved  on  account 
of  Tts  elongation  from  diffuse  or  general  ostitis)  to  be 
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mistaken  for  a  rickety  bone.  A  rickety  tibia  bends 
from  inability  to  sustain  the  weight  of  the  body,  and 
the  fibula  follows  its  curve;  whereas,  iu  addition  to 
tills  cause,  an  elongated  tibia  becomes  curved  from  the 
constant  tension  acting  from  the  points  of  fixation  at 
the  ends  of  the  fibula,  the  latter  bone  being  healthy  ; 
and  this  is  not  so  much  the  result  of  actual  bending, 
as  re-absorption  of  bone  in  the  concavity,  and  deposit 
along  the  convexity  of  the  curve ;  for,  contrary  to 
rickets,  on  vertical  section  we  notice  the  compact  tissue 
is  much  thicker  in  front  than  behind. 

There  are  other  points  of  difference  which  may 
be  noticed  here  :  the  curve  is  single  ;  in  rickets  it  is 
in  two  planes.  The  surface  of  the  bone  is  rougli  ;  in 
rickets  smooth.  The  epiphyses  are  not  so  wide, 
perhaps,  as  the  shaft ;  in  rickets  they  are  much 
larger.  The  circumference  of  the  shaft  is  more 
rounded ;  in  rickets  flattened.  The  bone  is  longer 
than  it  should  be ;  in  rickets  shorter.  (Comj).  Figs. 
12  and  13.) 

Fracture  simulated. — Sometimes,  in  rickets,  when 
the  curvature  is  very  marked  in  the  leg,  the  shaft 
of  the  fibula  is  ossified  to  the  tibia,  simulating  an 
old  badly-set  fracture  of  both  bones.  In  the  latter 
case,  however,  the  curve  is  less  general  and  uniform, 
and  the  other  signs  of  a  rickety  bone  are  absent. 

Although  in  rickets  the  whole  skeleton  is  alVected 
by  the  disease,  the  secondary  deformities  are  more 
marked  in  some  bones  than  in  others,  according  to 
where  the  greater  strain  habitually  fiiUs  ;  and  this,  it 
is  clear,  will  depend  upon  a  variety  of  circumstances. 
If  the  child  lie  much  upon  the  back,  the  occipital 
bone  is  flattened,  and  there  is  a  corresponding  promi- 
nence of  the  forehead ;  for  the  bones  of  the  cranium 
are  easily  displaced,  since  the  delay  in  ossification 
proti-acts.  tlie  time  of  closing  of  the  fontanelles  and 
the   fixation   of  the   sutures.      Moreover,  chronic 
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hydroceplialus  is  by  no  means  infrequently  present, 
and  this  aggravates  the  cranial  deformity.  The  pres- 
sure from  without  and  within  acting  upon  softened 
yielding  bone,  we  see  why  there  is  absorption  here  and 
there  of  the  parietal  and  occipital  bones  (eraniotabes). 

In  tlie  spine  there  is  usually  antero-posterior 
and  lateral  curvature,  with  their  resultant  twistino'. 
There  will  be  a  forward  cervical  curve  and  one  large 
posterior  dorso-lumbar  if  the  child  has  been  unable 
to  walk,  the  body  having  been  arched  forwards  from 
want  of  power  of  su]3port ;  or  the  natural  curves 
may  be  simply  exaggerated.  In  some  the  lateral 
curve  IS  m  excess  of  the  antero-posterior ;  occasion- 
ally It  is  so  marked  that  one  vertebra  may  eventually 
be  half  an  inch  deeper  on  one  side  than  tlie  other.  A 
rickety  spine  with  donsal  curvature  can  be  told  from 
the  kypliosis  of  past  caries  by  its  more  uniform  cur^e 
by  the  less  complete  (if  any)  consolidation  of  the 
vertebrae,  and  the  smooth  surface  of  their  bodies 

It  is  obvious  that  this  alteration  in  the  shape  of 
the  spine  must  entail  a  displacement  of  the  ribs'  and  ' 
sternum  and  so  the  general  conformation  of  the 
cliest  The  sternum  is  thrown  forward  and  keeled 
and  the  adjacent  part  of  the  rib  cartilages  prominent,' 
the  more  so  as  there  is  some  lateral  depression  ari.sinJ 
from  the  smkmg  m  of  the  cartilages  nearer  the  ribs  ° 
_i  here  IS  considerable  thickening  of  the  ribs  at 

side  conSitr  11  1  Y""-      ^  ^^r^e  on  ^itl^er 

side  constitute  the  festooned  "  rickety  rose-crarland  " 
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lumbar  vertebrae,  and  the  counter-pressure  through 
the  acetabula  drives  in  those  parts.  A  more  irregu- 
lar deformity,  or  lateral  twisting,  depends  upon  an 
inequality  of  these  forces.  The  femora  show  an 
exaggeration  of  the  forward  and  outward  curves  ;  the 
forward,  in  particular,  if  the  child  has  been  carried 
much  with  the  thighs  across  the  arms  of  a  nurse ;  the 
tibise  are  curved  forwards,  and  either  inwards  or  ou<^ 
wards;  the  fibuloe  follow  the  tibise.  In  the  upper 
extremity,  we  have  in  the  same  way  to  bear  in  mind 
the  natural  curves  and  the  usual  and  unusual  causes 
and  direction  of  pressure. 

The  joints  are  frequently  distorted,  especially  the 
knees,  in  the  form  of  bandy-leg  or  knock-knee.  This 
is  the  result  of  the  alteration  in  the  shape  of  the  bones, 
and  not  of  relaxation  of  the  ligaments. 

The  miSit  tectli  are  cut  late,  owing  to  arrested 
growth,  the  dental  enamel  being  very  deficient.  When 
cut,  they  crack,  and  decay  earlier  than  natural. 

Visceral  changes. — The  spleen,  liver,  and  lym- 
phatic glands  may  be  found  indurated,  the  two  former, 
at  the  same  time,  being  sometimes  notably  enlarged. 
The  change  is  dependent  upon  a  general  increase  in 
the  interstitial  tissue. 

The  enlargement  has  been  thought  to  be  due  to 
lardaceous  change  ;  but  it  seems  not  to  be  identical, 
for  fibrous  tissue  rarely,  if  ever,  develops  from  the 
albuminoid  substance  found  in  the  same  organs  m 
cases  of  protracted  suppuration,  cancer,  syphilis,  etc.  ; 
and,  further,  the  new  material  in  rickets  is  deficient 
in  earthy  salts ;  in  lardaceous  disease  it  is  rich  in 
them. 

ACUTE  rickets;  SCURVY  RICKETS. 
Until  a  comparatively  recent  date  the  aetiology  of 
"  scurvy  rickets"  was  little  understood,  hence  the  dif- 
ferent names  that  have  been  provisionally  employed  in 
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describing  tlie  more  manifest  signs ;  such  e.g.  are 
morrhagic  periostitis"  (T.  Smith);  "osteal  or  peri- 
osteal cachexia  "  (Gee).  It  may  be  stated  that  the  bad 
hygienic  conditions  usually  effective  in  giving  rise  to 
rickets  likewise  suffice  in  certain  cases  to  produce  the 
morbid  state  under  consideration,  which  may  be  de- 
fined as  a  cachexia  or  general  malnutrition,  havino"  for 
its  chief  anatomical  lesion  an  extravasation  of  blood 
beneath  the  periosteum. 

The  hfemorrhagic  effusion,  and  the  fre.;iuent  asso- 
ciation with  develojied  rickets  justifies  the  employment 
of  the  name  "  scurvy  rickets."  The  expression,  "  acute 
rickets,"  is  less  apt,  since  it  implies  that  the  pathologi- 
cal changes  are  necessarily  modifications  of  those  of 
ordinary  rickets,  and  this  is  not  warranted  by  facts. 

Children  suffering  from  the  symptoms  in  question 
show  a  discoloration  of  the  skin  which  has  been 
variously  described  as  sallow,  yellow,  muddy,  and 
bhush-red ;  they  are  ill  nourished  ;  the  muscles  are 
flabby  and  wasted.  This  is  owing  to  a  perversion  of 
nutrition  consequent  on  the  particular  constitutional 
state  of  the  patient,  and  perhaps  also  to  antecedent 
rickets  (Barlow). 

Though  none  of  the  bones  are  exempt,  those  of  the 
lower  lunb  are  most  commonly  the  seat  of  the  effusion 

«L?  °°   I'^Vi  *°  ^  fi™'  elastic,  painful 

swelling  liable  to  be  mistaken  for  a  deep-seated  ab- 
scess Asa  rule,  "  the  thickening  radiates  from  the 
junction  area  of  shaft  and  epiphysis,"  and  in  this 
way  differs  from  that  of  rickets  in  whiklt  s  iL  ted 
to  the  region  of  the  epiphysial  cartilage.  The  eTtire 
limb  or  segment  of  a  limb  {e.g.  the  thigh  or  leo-)  niav 

rhage.    J.n  the  upper  limb  the  swelling  is  often  confined 
to  the  neighbourhood  of  the  epiphysis ;  as  before  S 
he  bleeding  takes  place  chiefly 'l.en  ath  tJ  e  ^S 
teum,  so  that  the  latter  is  raised  from  the  bone.^ 
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entire  shaft  of  a  long  bone  has  been  known  to  be  de- 
nuded in.  this  way.  Nor  is  the  spontaneous  rup- 
ture of  blood-vessels  confined  to  the  periosteum ; 
it  is  sometimes  quite  extensive  in  the  soft  tis- 
sues around  ;  and,  what  is  more  remarkable,  it  may 
entirely  separate  the  shaft  from  one  or  both  epiphyses, 
causing  unnatural  mobility  in  the  part. 

Dr.  Barlow  gives  the  following  signs  which  sei-ve 
for  the  difierential  diagnosis  between  scurvy  rickets 
and  ordinary  rickets ;  i.e.  so  far  as  the  bones  are  con- 
cerned. (1)  The  swelling  is  asymmetrical;  if  both 
sides  are  affected  it  is  not  to  an  equal  extent ;  (2)  the 
part  is  extremely  tender;  (3)  there  is  powerlessness 
of  the  limb,  not  from  actual  paralysis  of  the  muscles, 
but  from  inability  to  use  them  on  account  of  (a)  the 
paiii ;  (6)  separation  of  epiphyses  when  present ;  (c) 
mechanical  interference  from  the  extravasated  blood  ; 
(4)  the  swelling,  even  if  very  great,  may  subside 
rapidly.  It  is  sui-prising  how  quickly  the  blood  is 
absorbed,  and  the  epiphyses  again  joined  on  to  the 
shaft. 

There  is  no  eflfusion  into  the  joints  (Senator).  Ec- 
chymosis  may  be  found  in  other  parts,  particularly  the 
gums,  and  these  either  by  the  side  of  teeth  already  cut, 
or  over  others  in  process  of  being  cut.  There  may 
be  a  purjiuric  eruption  on  the  skin.  (For  a  detailed 
description  of  the  disease  vide  Trans.  Med.-Chir.  Soc, 
vol.  Ixvii,  1883,  p.  159.) 

SPORADIC  cretinism;  fcetal  rickets. 
The  former  name  has  been  given  to  the  diseased  con- 
dition to  be  directly  described,  because  it  presents  certain 
characters  similar  to  those  of  endemic  cretinism ;  e.g. 
the  thyroid  gland  has  been  found  abnoi-mal  in  several 
cases,  cither  ill-developed  or  goitrous,  whilst  in  others 
it  is  absent.  Then  again  the  limbs  are  st,unted  in 
growth,  and  there  is  usually  an  excess  (sometimes 
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considerable)  of  subcutaneous  fat,  conditions  which 
have  been  known  to  follow  excision  of  the  thyroid  in 
young  people,  and  Avhich  are  believed  to  be  allied  to 
myxoedema. 

The  name  "  foetal  rickets  "  implies  that  the  morbid 
state  has  some  of  the  features  ob.served  in  acquired 
rickets,  such  as  defective  bone  formation  and  curvature 
of  the  limbs.  There  may  be  such  a  thing  as  true 
rickets  in  the  foetus,  but  if  there  is  it  is  quite  different 
from  the  disease  commonly  known  as  "  fojtal  rickets," 
which  is  now  being  discussed.  ' 

_  Morbid  anatomy — The  osseous  system  is  the 
chief  seat  of  departure  from  normal  growth  and  de- 
velopment. The  diaphyses  of  the  long  bones  are  much 
shorter  than  natural,  and  they  are  often  thick  and 
curved.  In  some  cases  the  epiphyses  are  enlarged,  in 
others  not.  .  The  ribs  may  be  beaded  at  their  junction 
with  the  cartilages,  but  this  is  not  from  the  same 
cause  which  gives  rise  to  the  nodal  swellings  in 
true  rickets;  when  present  it  is  due  to  "an  inve-stin*^ 
sheath  of  bone  round  the  end  of  the  costal  carti]a<^e" 
(Barlow).  ° 

There  is  an  ingrowth  of  a  process  of  fibrous  tissue 
from  the  periosteum,  between  the  shaft  and  eiiiphysial 
cartilage.  At  the  same  time  there  is  an  arrested  or 
abortive  segmentation  of  the  epiphysial  cartilao-e  as 
sliown  by  the  absence  of  columns  or  rows  of  "cells 
ihere  i.s  .sometimes  premature  synostosis  of  the  basi" 
occipita  and  basisphenoid  bones,  in  which  event  the 
base  of  the  skull  is  short.  The  defective  and  perverted 
nutrition  and  growth  observed  in  the  cartilaginous 
moie  y  of  the  osseous  system  is  not  shared  by  the 
membranous,  as  the  bones  formed  from  membrane  are 

bone  wTui'f^i    'Y'''  "      -'-growth  of  membrane 
bone,  with  lack  of  metamorphosis  of  cartilage.  It 
eems  as  though  membrane  and  cartilage,  instead  of 
harmoniously  working  together  to  form  bono,  kad 
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broken  alliance  witli  each  other,  and  pursued  their 
own  course  to  each  other's  detriment "  (B.  Sutton). 

With  regard  to  the  thyroid,  it  may  be  quite  nor- 
mal, or  it  may  be  absent ;  or  if  present,  larger  or 
smaller  than  natural ;  and  since  it  is  liable  to  such 
marked  variations,  it  is  clear  that  the  morbid  changes 
in  other  tissues  are  due  less  to  a  disturbance  in  its 
nutrition  and  function  than  to  some  more  fundamental 
error  probably  common  to  both. 

In  S])oradic  cretinism,  there  is  often  an  excessive 
quantity  of  fat  in  the  subcutaneous  tissues  generally, 
but  especially  about  the  neck,  where,  in  addition  to  a 
general  hyperplasia,  there  may  be  localised  overgrowths. 

Concerning  the  oitiology  of  the  disease  very  little 
can  be  said.  It  is  only  of  comparatively  recent  date 
that  the  morbid  anatomy  has  been  studied  with  any 
degree  of  precision,  and  so  far  the  results  obtained 
throw  very  little  light  on  the  nature  o^  the  pathological 
process.  The  subject  has  been  discussed  in  connection 
with  rickets  not  because  it  appears  probable  that  there 
is  any  intrinsic  relationship  with  that  disorder  of 
nutrition,  but  because  it  simulates  it  in  some  of  its 
more  manifest  signs,  i.e.,  in  so  far  as  the  osseous 
system  is  concerned.  Moreover,  we  have  shown  that 
the  minute  anatomy  of  rickets  varies  considerably 
from  that  of  "  fffital  rickets,"  and  the  conditions  of 
origin  are  very  dilTerent  in  the  two  cases. 

°Agaiu,  further  investigation  is  required  to^  show 
whether  or  not  there  are  grounds  for  belief  in  the 
hyi)othesis  which  supposes  a  generic  alhnity  to  exist 
between  "fo;tal  rickets"  and  cretinism.  Although 
the  disease  is  congenital,  it  does  not  follow  that  it  is 
other  than  an  accidental  disturbance  of  the  conditions 
which  underlie  normal  development.  Facts  are  wanting 
to  prove  that  it  is  hereditary  in  the  true  sense  of  tJie 
term.  Moat  of  the  cases  are  either  still-born  or  they 
die  soon  after  bii'th. 
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CHAPTER  XX. 

TUBERCLE  AND  SCROFULA. 

So  many  different  views  have  been  held  as  to 
the  sti'ucture  and  nature  of  tubercle  that  it  is  im- 
possible to  give  a  satisfactory  definition.  When  first 
employed,  it  signified  no  more  than  that  in  certain 
diseased  structures  solid  bodies  could  be  seen  with 
tolerably  well-marked  naked-eye  appearances.  No 
allusion  was  made  to  microscopical  characters  ;  in 
fact,  the  term  was  used  in  a  loose  generic  sense,  with  a 
prefix  to  indicate  its  special  origin  ;  hence  the  expres- 
sions "  scrofulous  tubercle,"  "  cancerous  tubercle,"  and 
the  like.  But  later  on  it  received  a  more  restricted 
application,  and  came  to  be  synonymous  with  the 
phrase  "  anatomical  product  of  scrofulous  infiarama- 
tion ; "  and  to  this  day  the  same  is  understood  in  the 
description  of  many  surgical  diseases,  e.g.  "  tubercular 
testis,"  "  tubercle  of  bone,"  etc. 

Tubercle. — The  lungs  of  phthisical  patients  were, 
by  the  older  pathologists,  found  post  mortem  to  contain 
nodules  varyijig  in  size,  colour,  and  consistence.  These 
they  grouped  under  two  heads  :  (a)  minute,  hard,  serai- 
translucent  bodies,  from  the  size  of  a  millet  to  a  hemp- 
seed  {grey  miliary  granulations) ;  (b)  yellow  caseous 
masses,  the  component  elements  of  which  had  under- 
gone fatty  metamor[)hosis  (yellow  tubercle). 

Virchow  proposed  that  the  term  "tubercle  "  should 
be  limited  to  the  grey  miliary  granulations,  wherever 
found,  whether  in  the  form  of  a  wide-spread  outbreak, 
or  confined  to  the  lungs  as  a  part  of  tlie  lesions  of 
chronic  phtlusis  j  whilst  otiiers  hold  it  would  be  better 
to  abolish  tlie  term  altogether,  or  reserve  it  only  for 
the  cases  of  acute  general  tuberculosis. 
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Ilistolosry     J^or  has  a  study  of  the  histolo^ 

dehmtion.    Thus,    at   one   time   pathologists  were 
content  ^vith  describing  tubercle  as  composed  of  a 
retiform  tissue  like  that  of  a  lymphatic  gland  :  and 
the  more  so,  as  the  grey  granulations  were  mostly 
found  where  lymphoid   tissue  naturally  exists  eq 
beneath  the  serous   membranes  and  in   the  pkren 
chyma  of  many  organs,  notably  the  lungs.  Cornil 
and  Ranvier  assert  that  the  fibrillar  cliaracter  of 
the  meshwork  enclosing  the  small  embryonic  cells  is 
not  natural,  but  is  formed  by  the  action  of  re-a<^ents 
used  for  hardening  sections,  e.g.  alcohol.  The°next 
step  was  the  discovery  of  multinucleated  and  multi- 
polar giant  cells,  the  outrunners  from  which  freely 
unite  with  one  another  and  with  the  delicate  fibres 
of  the  lymphoid  tissue  in  which  they  are  imbedded. 
These  giant  cells  cannot,  however,  be  held  by  them- 
selves to  be  characteristic,  since  they  are  not  always 
present ;  and  they  have  been  found  in  other  tissues, 
e.g.    myeloid   sarcoma,    .syphilitic    gummata,  lupus^ 
and  the  granulations  of  simple  ulcers.    The  giant 
cells  of   tubercle  contrast   with  those    of  myeloid 
sarcoma   in  that  they  have  numerous  outrunners 
and  that  their  nuclei  have,  a  tendency  to  bipolar 
arrangement. 

There  can  be  no  doubt  but  that  the  minute  struc- 
ture of  tubercle  is  subject  to  variation.  Thus  it  may 
be  reticular,  or  not  ;  it  may  contain  giant  cells,  or  not. 
A  good  deal  depends  upon  the  stage  of  growth  and  the 
extent  of  degeneration. 

The  general  arrangement  is  this  : — The  giant  cells, 
which  may  be  Tr^th  of  an  inch  in  diameter,  and  con- 
tain as  many  as  thirty  or  forty  nuclei,  occupy  the 
centre  of  the  tubercles.  Their  processes  unite  into 
a  fine  net-work  of  themselves,  and  this  is  continuous 
with  that  of  the  adenoid  tissue.    The  adenoid  tissue 


Chap.  XX.]      Tubercle  and  Scrofula. 


.169 


varies  in  amount,  constituting  the  greater  part  of  the 
tubercle,  or  forming  only  a  narrow  zone  around  the 
giant  cells.  The  alveoli  or  spaces  between  the  fibres 
are  filled  with  small  lymph  cells  (Fig.  14). 

The  whole  is  extravascular,  or  if  vessels  exist  at 
all  they  become  obliterated  very  early. 

The  centre  soon  becomes  caseous  (a  constant 
feature),  and  this  depends  (1)  upon  the  anasmia  of  the 


Fig.  U.-Grey  Granulation  of  the  Liver,  from  a  case  of  Acute 
Miliary  Tuberculosis. 

"  "^^^^^^^^l^^^^  Its 

invaded  tissue  caused  by  the  pressure  of  the  over- 
crowclmg  cells,  and  (2)  upon  an  inherent  low  vitality 
0,  ,s„,of  the  lymphoid  o.  adc.ioid  tissues. 

—  VVhether  it  be.  an  irritative  overgrowth  of  pre- 
existing adenoid  tissue,  as  seems  probable,  from  the 

SSon 'o^  ;r^.'  "^'^  « -^^-^  ^ 

exudaSon  whf  1  '  ^'^''^  inflammatory 

exudation  which  organises  on  the  adenoid  type  is  not 
certain,  and  is  of  little  moment.  ' 
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Origin  of  the  gfiant  cells. — According  to  Klein, 
they  start  from  tlie  epithelial  cells  of  the  alveoli  in 
the  case  of  the  lung,  either  by  fusion  of  the  protoplasm 
of  contiguous  cells,  or  by  the  continuous  growth  and 
arrested  segmentation  of  individual  cells.  Another 
source  is  said  to  be  the  epithelioid  lining  of  the 
lymphatics  and  even  of  the  blood-ves^sels. 

It  may  be  remarked  that  caseation,  formerly  con- 
sidered as  characteristic  of  tubercle,  is  not  confined  to 
that  morbid  product,  but  occurs  wherever  the  vitality 
of  a  tissue  is  slowly  impaired,  especially  in  scrofulous 
inflammations,  and  notably  in  the  case  of  bone,  testicle, 
lymphatic  glands,  and  in  the  lungs  of  patients  the 
subjects  of  catarrhal  pneumonia.  Again,  it  is  well 
marked  in  syphilitic  gummata,  and  in  quickly  growing 
tumours  such  as  sarcoma  and  cancer,  where  the  pro- 
duction of  cells  outstrips  the  development  of  blood- 
vessels. In  all  these  instances  the  elements  undergo 
fatty  atrophy  from  slow  starvation. 

Ociioral  pathology  of  tubercle. — 1.  Infec- 
tive  origin. — AVithout  doubt  tubercle  arises  from 
infection ;  that  is  to  say,  it  is  the  product  of  irritation 
of  the  tissues.  The  irritant  consists  for  the  most  part 
of  the  debris  from  some  caseous  focus,  as  a  scrofulous 
gland  or  carious  bone.  But  the  results  of  artificial 
inoculation  of  the  lower  animals  show  that  whilst  this 
material  is  more  potent  than  any  other  (Sanderson),  it 
is  not  essential.  Thus  iji  guinea-pigs  tubercle  can  be 
induced  by  inserting  a  simple  seton  into  tlie  sub- 
cutaneous cellular  tissue.  The  products  of  the  local 
inflammation  are  carried  by  the  lymphatics  and  blood- 
vessels, and  set  up  secondary  changes  in  various  parts 
of  the  body. 

It  is  a  significant  fact  tliat  in  most,  if  not  all,  the 
instances  of  tuberculosis  in  the  Junnan  subject,  a 
collection  of  caseous  matter  can  be  found.  It  may  be 
situated   in   the  immediate   neighbourhood  of  the 
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tubercular  deposit,  as  when  a  caseous  pneumonia  is  the 
starting  point  of  pulmonary  tubercle;  or  the  source  of 
infection  may  be  more  remote.  I  have  known  tuber- 
cular meningitis  arise  from  strumous  inflammation  of 
the  OS  calcis. 

There  seems  little  reason  to  doubt  that  the  bacillus 
discovered  by  Koch  is  in  reality  the  essential  factor  in 
the  pathology  of  tuberculosis.  According  to  Koch  it 
is  constantly  present,  "  not  merely  in  tubercles  but  in 
various  difi"use  inflammatory  infiltrations  and  granulo- 
matous growths,  and  in  the  sputa  of  phthisical 
patients  "  (Ziegler).  The  bacilli  can  be  cultivated  in 
gelatine  charged  with  blood  serum,  and  when  inocu- 
lated in  animals  they  cause  tubei-culosis.  They  are 
not  motile. 

If  the  sputum  of  phthisical  patients  be  stained  by 
Gibbes'  method  with  magenta  and  methylene  blue, 
the  pus  cells  are  coloured  blue  and  the  bacilli  crimson. 

2.  Disposition  of  the  tissues  affected. — It  must 
be  allowed  that  there  is  something  more  than  a  mere 
local  irritation.  There  is  a  tendency  in  the  tissues 
themselves  to  undergo  a  special  modification  of  nutri- 
tion (dyscrasia),  just  as  in  the  specific  fevers  the 
poison  of  each  "  selects "  one  or  more  pai-ts  for  its 
local  manifestation;  in  typhoid  it  is  the  mucous  mem- 
brane of  the  alimentary  canal;  in  diphtheria,  the 
throat.  But  there  is  this  difference,  that  whereas 
tubercle  usually  arises  spontaneously  or  is'autogenetic, 
the  specific  fevers  always  depend  upon  infection  from 
without. 

3.  Tubercle  compared  ivitk  pycemia. — In  some 
respects  tubercle  resembles  pyiBmia,  especially  in  its 
mode  of  production,  and  more  particularly  in  that 
form  where  it  is  artificially  induced  by  exciting  local  in- 
flammation. But  the  contrasts  are  many  and  important. 
Thus,  in  tubercle  there  is  (a)  the  absence  of  embolic 
nifarction  and  ab.sces.s ;  {b)  the  greater  chronicity  of 
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its  course ;  (c)  comparatively  little  tendency  to  rapid 
softening  of  the  disseminated  products;  {d)  the  un- 
doubted fact  of  hereditary  taint;  or,  in  other  words,  the 
transmitted  tendency  to  scrofulous  inflammation. 

ScrofiiSa  A  patient  is  said  to  be  scrofulous 

when  he  is  subject  to  chronic  inflammations  of  a  low 
type,  inflammations  that  arise  without  an  adequate 
local  cause,  and  show  a  tendency  to  persist  and  progress. 
The  evidence  of  a  low  vital  condition  of  the  tissues 
is  strengthened  by  the  changes  that  occur  in  the 
inflammatory  exudation.  This  is  prone  to  imdergo 
a  slow  fatty  degeneration  and  caseation  rather  than 
organisation.  The  older  pathologists  termed  the 
lymph  in  such  cases  "  aplastic,"  in  contradistinction 
to  that  effused  under  a  more  healthy  state  of  the 
constitution.  That  there  is  a  "  scrofulous  diathesis  " 
in  the  sense  of  a  specific  materies  morbi  in  the  blood 
is  improbal^le.  All  we  can  say  with  certainty  is  that 
there  is  a  Aveakness  of  the  tissues,  an  instability  that 
renders  them  unable  to  resist  the  ordinaiy  causes 
of  inflammation  and  to  rally  for  repair.  No  doubt 
in  many  cases  it  is  hereditary,  but  not  in  the  sense  of 
a  speci£c  transmission  of  disease  as  in  syphilis,  but  as 
a  rei^etition  of  a  morbid  condition  of  tissue,  just  as 
in  any  other  simple  disorder  of  nutrition. 

Besides,  the  child  may  be  born  strong,  and  of 
healthy  parents,  and  yet  afterwards  become  strumous 
through  exposure  to  bad  hygienic  conditions.  From 
the  above  statements  it  follows  that  we  should  meet 
with  every  degree  of  scrofula,  from  slight  aliection  of 
one  tissue  to  the  serious  implication  of  many ;  and 
hence  there  is  no  reason  for  discaj-ding  the  tei'm 
sim])ly  because  the  local  signs  of  the  disorder  are  not 
more  j)ronounced. 

There  are  some  cases  of  disease  of  bones  and 
joints  whicli  no  surgeon  would  hesitate  to  speak  of 
as  scrofulous,  and  yet  several  authors  argue  that  the 
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milder  types  of  these  aflections  are  not  of  this  nature  ; 
a  false  conclusion,  wo  think,  for  between  the  most 
destructive  form  of  caries  and  the  mildest  case  of 
non-traumatic  rarefying  ostitis  there  is  every  grade  of 
severity.  And,  again,  the  less  severe  the  lesion,  the 
less  likely  it  is  to  show  itself  in  several  parts  of  the 
body.  The  difficulties  in  the  way  of  clearly  defining 
scrofula  and  tubercle  and  their  mutual  relationships 
have  led  some  pathologists  to  evade  the  question 
by  denying  the  scrofulous  nature  of  hip-joint  disease 
and  allied  disorders. 

The  old  idea  that  "tubercle  is  the  anatomical 
product  of  scrofulous  inflammation,"  in  spite  of  all 
drawbacks,  still  remains  the  simplest  and  most  com- 
prehensive explanation  of  the  disease. 

According  to  this,  the  term  "tubercle"  includes 
every  phase  of  the  inflammatory  exudation,  whether 
this  be  in  the  form  of  diffuse  gelatinous  tissue,  or 
grey  miliary  granulations,  or  either  of  these  converted 
into  yellow  caseous  matter  by  fatty  degeneration ; 
take,  e.g.,  the  testis  or  bone.  On  anatomical  grounds 
it  would  be  better  to  describe  miliary  tubei'culosis 
apart  from  diffuse  chronic  inflammation,  but  for  the 
fact  that  they  are  often  associated,  and  not  merely 
by  accident,  for  they  depend,  directly  or  indirectly, 
upon  the  same  constitutional  condition  j  e.g.,  a  child 
had  strumous  inflammation  of  the  os  calcis,  and  in 
the  diseased  bone  neither  giant  cells  nor  retiform 
adenoid  tissue  could  be  found  ;  but  it  died  .from  an 
acute  outbreak  of  miliary  tuberculosis  in  the  lungs, 
plenriB,  and  pia  mater.  It  is  certain  that  grey  granula- 
tions are  met  with  in  the  bones  and  testes,  but  in  by 
far  the  greater  number  of  cases  described  as  tubercular 
disease  of  these  tissues,  there  is  nothing  more  than 
the  products  of  simple  inflaniiiiatory  exudation. 

_  We  are  inclined  to  use  the  word  scrofula  in  a  gen- 
eric sense  descriptive  of  tlie  constitutional  comlition, 
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and  to  speak  of  its  products  under  two  Leads  :  (1) 
the  primary  essential  inflammatory  exudation  which 
may  exist  alone,  or  be  followed  by  (2)  secondary 
infective  miliary  tubercle.  In  some  individuals  there 
is  a  strong  tendency  to  the  development  of  the  latter, 
whilst  in  others  the  tissues  are  destroyed  by  scrofulous' 
inflammation  extending  over  months  or  years  without 
giving  rise  to  a  single  grey  granulation. 

Scrofulous  inflammations  are  peculiarly  liable  'to 
end  in  suppuration  and  caseation,  either  singly  or 
more  often  in  combination.   {Vide  Appendix  B.) 

Tissues  aflcctcd. — The  parts  most  prone  to  be 
aflTected  are,  the  skin,  mucous  membranes,  bones, 
joints,  testes,  lymjDhatic  glands,  and  tlie  lungs. 

In  the  skin  we  meet  with  (1)  simple  catarrh,  or 
eczema ;  (2)  limited  superficial  ulceration ;  (3)  wide- 
spread ulceration.  In  some  cases  there  is  extensive 
undermining  from  destruction  of  the  subcutaneous 
cellular  tissue.  The  skin  becomes  purple  and  con- 
gested in  parts  from  obliteration  of  the  lumen  of  the 
vessels  that  feed  it.  This  form  is  exceedingly  ob- 
stinate, and  leaves  thin  broad  cicatrices. 

Catarrhal  inflammation  and  ulceration  of  the 
mucous  membrane  of  the  nose  is  very  common.  It 
causes  snuffling  and  offensive  discharge  (ozoena).  It 
is  most  marked  at  the  back  of  the  nasal  fossfe.  Some- 
times it  extends  to  the  soft  palate,  which  may  be 
fenestrated  by  ulceration. 

Children  are  very  liable  to  catarrhal  ophthalmia, 
and  also  to  pustular  conjunctivitis  and  phlyctenular 
corneitis.  These  affections  are  apt  to  i-ecur  again  and 
again. 

Scrofulous  inflammation  of  the  hones  may  only  go 
so  far  as  to  cause  a  rarefying  ostitis  without  sup- 
puration (caries  sicca),  but  more  often  pus  is  freely 
formed,  '.riie  bone  is  destroyed  by  tlie  carious  process, 
and  it  may  be  by  necrosis  as  well.    The  cancellous 
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tissue  is  the  favourite  situation  ;  e.g.^  the  vertebrse, 
ends  of  the  long  bones,  carpus  and  tarsus. 

Strumous  disease  of  the  joints  commences  either 
in  the  synovial  membrane  or  in  the  bone. 

In  "  strumous  or  tubercular  orchitis  "  the  epididymis 
is  first  afi'ected ;  both  organs  usually  suffer  sooner  or 


,e  .a 


Fig.  15.— Chronic  Interstitial  Epididymitis  (Scrofulous  Testicle). 
a,  Inteniibular  tissue  thickened  and  inOltrated  with  leucvicytcs:  the  vessels  c 
o"iVisMm[^raeS    ' tubules ;  d,  eintheli'um  ni  process 

later.  The  inflammation  begins  between  the  tubules 
(Fig.  15).  Caseation  and  suppuration  are  common. 
The  cord  may  be  thickened.  The  vasa  deferentia  and 
the  vesicuhe  seminales  may  be  enlarged. 

Of  the  lyiupkalic  (/lands,  tlie  submaxillary,  cervical, 
mesenteric,  and  bronchial  take  the  lead.  The  disease 
is  rarely  limited  to  one  gland.  It  may  lead  to  fibrous 
induration,  but  more  likely  to  caseation  and  abscess. 
In  the  event  of  suppuration,  the  sores,  which  are  slow 
to  heal,  leave  indelible  scars  in  the  .skin.    In  the  neck 
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they  cause  great  deformity.  Scrofulous  inflammatioB 
of  the  mesenteric  glands  is  known  as  "  tabes  mesen- 
terica." 

In  the  lungs  the  greater  part  of  chronic  phthisis 
is  a  scrofulous  catarrhal  pneumonia. 

Period  of  life. — Sci'ofula  is  most  common  in 
childhood  and  youth,  but  no  age  is  exempt.  Those 
who  have  had  scrofulous  glands,  or  bones,  or  joints  in 
their  earlier  years,  often  die  of  phthisis  at  a  later  period. 

Sir  J.  Paget  has  described  a  senile  scrofula  of  the 
bones,  joints,  and  other  parts,  in  which  the  patho- 
logical changes  closely  correspond  to  strumous  disease 
of  young  subjects.  It  may  be  that  such  patients  had 
an  undeveloped  tendency  to  scrofulous  inflammation 
in  childhood,  but  that  it  only  showed  itself  in  old  age, 
when  senile  decay  was  added  to  the  original  weakness 
of  the  tissues. 


CHAPTER  XXL 

LUPUS. 

Lupus  is  probably  a  disease  per  se.  The  family 
and  ]3ersonal  history  show  it  to  be  more  often 
associated  with  scrofula  than  any  other  morbid  state. 
Some  authors  describe  it  as  one  of  the  symptoms  of 
scrofula;  but  as  it  is  frequently  the  only  visible  lesion, 
and  as  most  scrofulous  subjects  are  free  from  it,  we 
are  justified  in  assuming  that  it  is  modified  ratlier 
than  caused  by  scrofula.  It  manifests  itself  in  a 
peculiar  form  of  chronic  inflammation  of  tlie  skin  and 
mucous  membrane.  It  is  sometimes  hereditary.  It  has 
a  sjiecial  proclivity  for  the  first  two  decades  of  life. 
Its  course  and  duration  are  alike  indefinite.  The  face 
is  its  ftivouiite  seat,  but  it  is  by  no  means  confined  to 
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that  part.  It  also  attacks  the  mucous  membrane  01 
the  mouth,  nose,  and  eyelids,  and  usually  by  spreading 
■from  the  skin.  Several  forms  are  described,  but  these 
are  moditications  of  a  common  type,  and  not  distinct 
varieties.  If  the  hyperemia  be  in  mai'ked  contrast  to 
the  degree  of  destruction  of  tissue  it  is  called  lupus 
erythematosus ;  if  the  disease  go  on  to  ulceration 
it  is  known  as  lupus  exedens  ;  if  it  stop  short  of  this, 
lupus  non  exedens  ;  if  the  ulceration  be  rapid  and 
extensive,  the  word  vorax  is  aflixed,  and  so  on. 

It  begins  as  a  small  red  inflammatory  nodule  or 
thickening  in  the  skin.  This  may  disappear,  and 
others  form,  or  it  may  continue  to  enlarge.  There 
are  usually  several  outlying  tubercles,  and  as  these 
increase  in  size  they  join  one  another  and  the  central 
growth.  The  exudation  is  firm,  and  to  the  unaided 
eye  looks  like  "  apple-jelly,"  an  appearance  which  is 
due  to  mucoid  transformation  of  the  inflammatory 
products.  Some  suppose  that  capillary  thrombosis 
precedes  the  other  changes,  but  it  is  dill: cult  to  say 
how  far  it  is  the  cause  or  consequence  of  the 
inflammation.  The  microscope  reveals  a  decided 
overgi'owth  of  epithelium,  both  on  the  surface  and  in 
the  glandular  involutions;  and  an  infiltration  with 
leucocytes  and  homogeneous  gelatinous  material. 

The  exudation  on  the  surface  dries  up  and  forms 
an  adherent  scab,  or  it  escapes  as  a  purulent  discharge; 
in  the  latter  case  the  skin  is  as  a  rule  ulcerated.  As 
the  inflammation  subsides  in  the  older  parts,  there  is 
a  tendency  to  cicatrise,  to  a  greater  extent  than  in 
rodent  ulcer,  but  less  than  in  tertiary  syphilis. 

But  whilst  the  central  part  is  healing,  the  peri- 
pheral  may  continue  to  spread,  and  in  this  way  very 
extensive  thin  cicatrices  may  be  formed.  Whether 
there  be  ulceration  or  not,  there  is  always  loss  of 
tissue,  and,  as  a  consequence,  a  certain  amount  of 
pittmg  or  depression  of  the  surface. 
M— 2 
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Ulcerative   lupus,   lupus   exedens.  —  The 

tendency  of  lupous  ulceration  is  to  spread  widely, 
rather  than  deeply;  but  there  are  excejatious  to  the 
rule.  The  enlarged  papillae  are  exposed,  and  then 
destroyed,  and  with  them  the  glandular  structures. 
In  the  more  severe  forms  there  is  considerable  secre- 
tion of  pus,  and  molecidar  debris  of  the  neoplasia. 
In  these  cases  the  edges  are  sharply  defined,  and  the 
skin  around  is  deeply  congested,  and  the  pain  is  often 
severe.  Cicatrisation  goes  on  slowly,  for  the  inflam- 
matory new  formation  has  little  power  of  organising. 
That  there  is  something  peculiar  in  the  nature  of  the 
morbid  products  is  shown  by  the  comparative  readiness 
with  which  simple  irritative  exudation,  caused  by  the 
means  taken  to  destroy  the  lupus  tissue,  forms  healthy 
granulations.  The  ulcers  are  mostly  circular  or  sinuous 
in  outlinp.  There  may  be  one  or  more.  The  cheek, 
the  nose,  and  the  eyelids  are  the  parts  niost  affected. 
After  the  wound  made  by  caustics  or  scarification  has 
completely  healed,  fresh  tubercles  are  very  likely  to 
spring  up  in  the  neighbourhood  of  the  scar. 

When  it  attacks  the  face  the  ulceration  is  usually 
confined  to  the  skin,  subcutaneous  tissue,  and  cartilages 
of  the  nose  ;  but  the  bones  may  be  extensively  afiected. 

J  Hutchinson  is  of  opinion  that  lupus  begms  as  a 
common  inflammation,  and  that  ^'  it  gets  its  diathesis 
from  the  patient;"  he  states  that  infection  is  carried 
on  by  the  lymphatics,  but  he  denies  that  the  bacillus 
which  has  been  described  is  the,  cause  of  the  disease. 


CHAPTER  XXII. 

TETANUS. 

Tetanus  is  characterised  by  tonic  contractions  of 
the  muscles,  commencing  about  the  face  and  neck  and 
spreading  to  the  trunk  and  extremities. 
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^tiology  and  g^eneral  patliolog^y. — In  the 

majority  of  cases  tetanus  arises  in  connection  with 
wounds,  especially  those  of  the  limbs.    The  liability 
to  the  disease  is  in  no  way  dependent  on  the  severity 
of  the  injury ;  in  fact,  it  is  remarkable  that  in  many 
instances  the  most  acute  onset  and  progress  follow  the 
slightest  scratch.     In  hot  climates  it  is  often  idio- 
pathic.   Some  consider  that  traumatic  tetanus  is  due 
to  irritation  of  the  nerves  implicated  in  the  wound, 
and  that  the  muscular  spasms  result  from  retiex 
irritation.    In  support  of  this  view  is  the  statement 
that  an  attack  has  now  and  then  been  cut  short  by 
division  or  stretching  of  the  nerves  supposed  to  be  at 
tault;   but  some  cases  recover  without  treatment 
^ylnlst  the  greater  number  die,  whatever  is  done  for 
them.  I  once  stretched  the  median  and  radial  nerves  in 
a  patient  whose  thumb  and  fore-finger  had  been  crushed 
by  an  engme-wheel ;  but  witliout  the  slightest  benefit 
ihe  evidence  of  its  being  a  blood  disease  is  strong, 
(i)  It  IS  greatly  dependent  on  climatic  influences 
and  IS  sometunes  epidemic,  though  there  is  not  suffi- 
1     f  contagious.  It  has,  however,  been 
recently  alleged  to  have  a  bacillary  oric^in 

^  ^"^t  f^^^^^i^^ce  to  strychnia  ^poisoning,  ,  and 
still  more  to  hydrophobia,  is  well  marked. 

{o)  Ihe  spasms  commence  in  muscles  having  no 
anatomical  connection  with  the  injured  nerves  ° 

(4)  borne  cases  arise  spontaneously 

Inn  if  ^^^^  been  found  more  or  less  ' 

oca lly  congested  and  inflamed,  but  this  must  happen 
n  all  cases  of  wounds.  I  failed  to  find  anything  i  uZd 

CondUion  of  the  spinal  cord  Pliffv.  i 
Allbutt  and  others  have  described  certi7  o  ^ 

e  -uS;         r        J"^^"  °f  structurers 

exudation,  and  hyperplasia  of  the  neuroglia.  CorS 
aiid  Ranvier  failed  to  detect  anything  abnormal  O 
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four  cases  examined  by  myself,  two  were  to  all 
appearance  quite  healthy ;  the  third  was  simply  con- 
gested ;  this  might  have  been  from  usphyxial  death ;  the 


Fig'.  16.— Transverse  Section  of  Spinal  Cord  (cervical  reErion),  from  a 
"case  of  very  acute  Tetanus.  A  ijortiou  of  one  of  the  anterior  eornua 
of  tlie  grey  matter,  with  the  surrounding  antero-lateral  column, 
is  seen. 

XI,  Pia  mater;  h,  anterior  wliite  column  traversed  by  bundles  of  fibres  goinc  lo 
form  an  terior  root  of  spinal  nerve  ;  c,  grey  matter ;  ((,  blood-vessels ;  e,  [latches 
of  exudation  and  softening.   X  85. 

fourth  is  represented  by  Fig.  16.  Tlie  entire  spinal 
cord,  medulla  oblongata,  pons,  and  cerebellum  (the 
cerebrum  was  not  examined),  were  thickly  strc^ni 
with  patches  easily  visible  to  the  naked  eye.  They 
were  most  numerous  in  the  cer\'ical  part  of  the  cord. 
They  were  readily  stained  with  logwood  and  carmine. 
Under  the  microscope  they  appeared  as  roundish 
homogeneous  masses,  distributed  equally  in  the  grey 
and  white  constituents  of  the  centres.     The  nerve- 
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fibres  were  in  some  places  pusliecl  aside  by  the  exuda- 
tion, in  which,  at  the  margin  of  the  foci,  delicate 
fringes  of  softened  tissue  were  seen  to  be  imbedded 
(Fig.  16a).  There  was  moderate  congestion.  The 
perivascular  lymphatic  sheaths  were  in  some  places  dis- 
tended with  a  clear  substance.    There  was  singularly 


Fig.  16a.— Portion  of  Pig.  16,  x  260. 

o,  Medullatccl  niires  in  cross  section  ;  6,  focus  of  softening:  tbe  nerve  fibres  and 
neuroglia  comi)letcIy  absorbed  in  the  centre  ;  c,  oxi  dat  on  into  mTivalciUar 
lymphatic  sbeath ;  ti.aDterior  cornual  llbres.     ' PLrnascuiar 

little  cell-migration.  The  motor  ganglion  cells  were 
healthy.  The  patient,  a  negro  boy,  mt.  11,  under  the 
care  of  Mr.  Boon,  of  St.  Kitts,  had  a  gun-shot  fracture 
of  the  left  humerus,  and  laceration  of  the  median  nerve 
Tetanus  appeared  on  the  seventh  day,  and  death  oc- 
curred on  tlie  tenth.  Tlie  spasms  were  chiefly  confined 
to  the  Tight  side  of  the  body.  Sections  of  the  median 
nerve  an  inch  above  the  seat  of  injury  showed  nothin- 
abnormal.  ^ 


CHAPTER  XXITI. 

UNION  OF  AVOUNDS. 

Modes  Of  H,.i«„._i.  By  first  intention  or  plas- 
tic adhesion.  .2.  By  open  granulation.  {Vide  Heiling 
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ulcer.)  3.  By  the  union  of  opposed  granulating 
surfaces.    4.  By  scabbing. 

There  is  no  such  thing  as  immediate  union,  for 
however  perfectly  the  edges  of  a  wound  are  brought 
together,  it  is  impossible  for  the  open  ends  of  the 
divided  vessels  to  meet  so  accurately  as  then  and  there 
to  re-establish  the  lumen.  Besides  this,  the  irritation 
caused  by  the  injury  sets  up  thrombosis  in  the  mouths 
of  the  vessels,  and  the  coagula  must  be  absorbed  before 
healing  is  comjjlete. 

1.  llealiiig- by  first  intention. — Take,  e.g.,  a 
simple  incised  wound  in  the  skin  and  subcutaneous 
tissue.  The  edges  of  the  wound  gape  on  account  of 
the  elasticity  of  the  skin.  Bleeding  takes  place  from 
the  divided  vessels  until  arrested  by  the  formation  of 
clots.  It  usually  stops  of  itself,  for  exposure  leads  to 
spontaneous  coagulation  of  the  blood,  and  the  vessels 
shrink  from  contraction  of  their  muscular  elements, 
and  retract  somewhat  within  their  sheaths  or  bed  of 
areolar  tissue.  On  wiping  the  clot  away  from  the 
wound,  its  small  worm-like  processes  occupyiiig  the 
ends  of  the  vessels  are  often  drawi  out,  whereupon 
the  bleeding  recommences.  It  is  immediately  arrested, 
however,  if  the  sides  of  the  wound  be  brought  together. 
There  is  now  a  thin  layer  of  blood  between  the  cut 
surfaces,  and  thrombi  fill  the  vessels  for  a  short 
distance  around.  Very  soon  a  faint  blush  is  observed 
at  the  margin  of  the  wound,  fading  away  into  the 
healthy  tissue.  The  visible  redness,  which  is  due  to 
paralysis  of  the  vessels  consequent  on  the  injury,  is  an 
indication  of  a  like  condition  in  the  deeper  parts. 

Exudation  stage. — Leucocytes  infiltrate  the 
tissues  and  collect  in  the  space  between  the  divided 
surfaces,  first  occupying  and  then  replacing  the  clot, 
which  liquefies,  and  undergoes  absorption.  By  this 
time  there  is  slight  tumefaction  of  the  part,  and  the 
line  of   incision  is  covered  with  a  film  of  fibrii^ 
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entangling  blood  corpuscles.  In  the  meanwhile,  the 
connective  tissue  becomes  swollen,  and  its  tibres  less 
defined.  As  the  inflammation  subsides,  the  vessels 
regain  their  former  calibre  ;  numbers  of  leucocytes 
break  up  from  fatty  degeneration,  and  the  debris  is 
taken  up  by  the  capillaries,  whilst  others  remain  to 
take  part  in  the  process  of  cicatrisation.  As  yet,  the 
blood-vessels  and  lymphatics  are  blocked  on  each  side 
of  the  column  of  leucocytes  lying  between  the  side 
walls  of  the  incision.  The  blood  clot  has  disappeared, 
and  the  wound  to  all  external  appearance  has  healed, 
for  at  the  end  of  two  or  three  days  there  is  well- 
marked  cohesion  between  its  edges.  The  firmness  of 
the  part  is  due  to  the  condensation  of  plastic  lymph 
(fibrin),  that  glues  the  inflammatory  cells  together. 

Vascularisataou  of  the  neoplasia  Loops 

and  buds  are  given  off  from  the  vessels  surrounding 
the  wound,  main.ly  in  a  direction  at  right  angles  to 
the  latter.  These  approach  from  opposite  sides,  and, 
meeting  midway,  join  by  absorption  of  their  contiguous 
walls.  It  is  also  possible  that  there  is  a  free  vascular 
new  formation  in  the  exudation,  especially  when  there 
IS  a  considerable  tract  of  cells.  In  the  meanwhile, 
the  inflammatory  corpuscles  elongate.  The  wound  is 
now  united  by  vascularised  lymph  or  granulation 
t'lssiie,  the  capillaries  of  which  are  larger  and  more 
mmierous  than  in  the  surrounding  structures 

Cicnti-asatioii — Some  of  the  fusiform  granu- 
lation cells  remain  as  connective  tissue  corpusch^s. 
Others  fibriUate  and  contract,  and  contracLin<r 
obhterate  many  of  the  vessels  ;  nor  does  this  cease 
until  the  scar  is  firmer  and  whiter  than  the  normal 
tissue.  Numbers  of  cells  also  disappear  throu'di 
atrophy  from  chronic  starvation.  If  the  adai)tation 
of  the  edges  of  the  wound  has  been  accurate, 
and  union  unimpeded,  the  scar  may  entirely  vanish 
in  time. 
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Failm-e  of  utMoiit  is  brought  about  by  any  cir- 
cumstance that  adds  to  tlie  necessary  amount  of  trau- 
matic inflammation.  1.  Poisoning  of  the  wound,  as 
ui  post-mortem  cuts.  2.  Mechanical  obstacles  to  close 
apijosition  of  tlie  edges  ;  (a)  presence  of  foreign  bocUes 
or  large  blood-clots ;  (6)  tension  on  the  supports  from 
muscular  contraction,  etc.  3.  Bruising  of  the  edges 
at  the  time  the  injury  was  inflicted,  or  subsequent 
iri'itation. 

Mcaliaig  by  gi-amilation.  -  There  is  no 
essential  factor  in  this  mode  of  healing  tliat  was  not 
found  in  union  by  the  first  intention.  The  difference 
is  one  of  degree  and  disposition  rather  than  of  kind. 
Taking  the  case  of  an  incised  wound,  whei-e  the 
edges  are  allowed  to  gape,  the  following  signs  are 
observed. 

Firstly,  there  is  bleeding,  Avhich  continues  until 
the  blood  coagulates  in  th^  open  vessels  up  to  the 
next  collateral  branches.  Then  follow  inflammatory 
hypertemia  and  exudation.  The  transuded  fluid  is  so 
rich  in  fibrin  that  it  gelatinises  on  the  surface,  giving 
it  a  glazed  appearance.  But  about  the  second  day  the 
exudation  is  too  copious  to  be  retained  within  the 
interstices  of  the  tissues  and  on  the  surface  of  the 
wound ;  it  therefore  flows  away  as  a  pink  serous 
fluid,  the  colour  of  which  is  due  to  suspended  red 
blood-corpuscles  and  dissolved  htemoglobin.  In  a 
short  time  the  discharge  alters  to  a  dirty  yellowish- 
gray,  in  consequence  of  a  gi'eatei-  projiortion  of  pus 
cells,  and  the  granular  or  flocculent  debris  of  tissue 
elements  that  have  died  from  the  embarrassment  of 
the  circulation  in  the  sujDerficial  layer.  It  passes 
insensibly  into  a  genuine  suppuration ;  but  before 
the  latter  is  quite  established,  the  wound  has  under- 
gone a  decided  alteration  ;  small  bright  red  elevated 
spots  have  made  tlieir  appearance.  Tliese  are 
vascular  gi-anulations,  or  groups  of  cells  lieaped  up 


Chap.  XXIII.] 


Union  of  Wounds. 


185 


around  festooned  vascular  loops  given  off  by  the  under- 
lying vessels  (Fig.  17). 

SujDpose  this  pus-secreting  layer  to  be  folded  up  by 
bringing  the  opposite  edges  and  surfaces  together,  and 
the  same  arrangement  is  obtained  as  in  healing  by  the 
first  intention. 

The  granulations  continue  to  grow  until  at  length 
they  reach  the  level  of  the  surrounding  surface,  or 


Fig.  17.— Diagram  of  Gramilation  of  a  Wound 
colls  (BiUrotbj.  *="'^  '"""^  accurately  from  Uic  t'nimijniion 

pass  beyond  it.  As  the  inflaunnation  subsides  the 
secretion  of  pus  diminishes,  and  organisation  of  the 
granulation  tissue  takes  place.    Henceforth  the  case 

f""''  Tlic  pus  is  derived 

horn  tsvo  sources:  direct  exudation  from  the  vessels 
and  iKjuefaction  of  the  uppermost  .stratum  of  tJu' 
granulations.  The  drying  np  of  tlie  .secretion  i  ot 
Bnnply  the  result  of  remo^'al  of  the  cause  of  irritation 
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There  is  an  inherent  tendency  to  a  tj^ical  end  by 
organisation  of  the  neoplasia,  the  same  as  obtains  in 
normal  development  from  embryonic  tissue. 

In  lacerated  wounds  portions  of  tissue  are 
killed  outright,  for  the  vessels  are  twisted  and  bruised, 
besides  being  rujatured.  Before  union  can  take  place, 
the  dead  parts  must  be  thrown  off;  this  is  effected 
partly  by  the  vital  absorbent  action  of  the  granulation 
cells,  partly  by  molecular  disintegration  of  the  sloughs 
(post-mortem  decomposition). 

Lacerated  Avounds  inflame  more  than  incised  ones, 
for  the  injury  to  the  tissues  is  greater,  and  the 
irritation  is  increased  by  the  chemical  products  of  the 
breaking  up  of  necrosed  shreds ;  hence  suppuration  is 
more  profuse  and  prolonged,  and  wider  tracts  are  left 
to  cicatrise.  Although  the  cicatrisation  is  a  conserva- 
tive process,  it  may  entail  serious  consequences  from 
displacement  of  certain  parts  by  traction.  Ectropion, 
or  eversion  of  the  eyelid,  is  an  instance  of  this. 

Besides  the  extent  of  the  injury,  the  nature  of  the 
tissue  wounded  has  much  to  do  with  the  rate  of 
healing ;  as,  for  instance,  in  tendon,  where  the  vessels 
are  few,  the  anastomoses  scanty,  and  the  density  of 
structure  prevents  a  ready  opening  up  of  collateral 
channels.    In  the  last  respect  it  resembles  bone. 

Union  of  opposed  granulating  surfaces. — 
This  is  much  rarer  than  healing  by  the  first  intention 
or  by  open  granulation.  A  sinus  or  blind  fistula  has 
only  one  opening  on  the  surface.  Its  walls  may  be 
formed  of  healthy  granulations,  and  yet  union  may  be 
indefinitely  delayed  from  the  tension  of  pent-up_  dis- 
charn-e,  progressive  disease  at  the  botton  of  the  sinus, 
or  the  friction  of  the  opposed  surfaces;  the  last  keeping 
up  irritation  and  preventing  the  granulations  from 
lying  in  contact  in  a  state  of  rest.  Instances  of  this 
are  met  with  in  sinuses  beneath  the  scalp  and  pcctm-al 
muscles,  and  in  the  groin.     Fixation  of  the  muscles 
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and  external  pressure  are  often  sufficient  to  cause  them 
to  close. 

The  discharge  from  the  granulations  having  been 
greatly  diminished,  the  opposed  surfaces  are  no  longer 
kept  apart.  What  little  fluid  lies  between  them  is 
taken  up  by  the  vessels.  Fibrinous  exudation  glues 
the  granulations  together,  and  henceforth  the  mode  of 
union  is  that  of  healing  by  the  first  intention,  except 
at  the  orifice,  which  is  reduced  to  a  small  surface  ulcer 
that  cicatrises  in  the  usual  way. 

Healing:  by  scabbing- — The  epidermis  is  grazed 
off,  and  the  tips  of  the  papillae  are  bruised  and  slightly 
lacerated.  There  is  very  little  bleeding.  The  coagulum 
which  forms  on  the  surface  is  increased  by  subsequent 
fibrinous  exudation.  As  the  inflammation  subsides 
the  scab  dries  up  and  breaks  away  at  the  margin;  but 
before  it  is  detached  a  new  layer  of  epithelium  covers 
the  exposed  papillaj.  The  wound  is  well  before  there 
is  time  for  development  of  new  vessels  in  the  scanty 
efl^usion. 

We  have  yet  to  explain  the  mode  of  healing  in 
wounds  of  certain  tissues— tendon,  muscle,  nerve, 
cartilage,  and  bone. 

Wounds  of  tendons — The  simplest  case  is 
subcutaneous  division  of  a  tendon,  say  that  of  the  heel. 
The  muscular  end  is  drawn  away  so  that  a  gap  is 
formed;  this  is  immediately  filled  up  by  sinking  in  of 
the  skin  and  eff'usion  of  blood 

The  clot  is  quickly  absorbed,  and  its  place  taken  by 
plastic  lymph,  which  exudes  from  the  vessels  of  the 
tendon-sheath  and  adjacent  areolar  tissue.  The  tendon 
Itself  on  account  of  it.s  density  and  defective  vascular 
supply,  takes  but  a  minor  share  in  the  earlier  repara- 
tive changes.  The  lymph,  which  is  thickly  set  with 
leucocytes  not  only  joins  the  tendon  end  to  end,  but 
overlaps  the  edges,  giving  rise  to  a  fusiform  swelling. 
Vascular  loops  from  the  vessels  of  the  surrounding 
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tissue  lie  atliwart  the  axis  of  the  tendon,  and,  passing 
inwards,  join  Avith  those  of  the  opposite  side,  and,  later 
on,  with  similar  loops  from  the  cut  surfaces  of  tendon. 
In  some  respects  this  is  a  repetition  of  the  growth  of 
provisional  and  definitive  callus  in  bone  fractures. 

The  vascular  cementing  medium  organises  to 
connective  tissue,  and  this  undergoes  cicatricial  con- 
traction. The  scar-like  tissue  reverts  pretty  closely 
to  the  normal  histological  type,  parallel  bundles  of 
fibres  with  interfascicular  connective-tissue  corpuscles. 

Lacerated  loounds  are  slow  to  heal,  for  they 
always  cause  death  of  a  considerable  portion  of  tissue, 
and  it  takes  some  time  to  throw  off  the  softened 
shreds  on  account  of  the  small  supply  of  vessels  in 
tendon.  The  superficial  ulceration  left  after  the 
deeper  part  is  healed  is  troublesome,  for  the  skin  is 
bound  down  at  the  margin,  and  the  contraction  of 
the  muscle  keeps  up  irritation ;  hence  the  need  of 
mechanical  appliances  to  restrain  movement. 

Woimrts  and  injuries  ol'ismscle. — Voluntary 
muscle  is  highly  vascular,  and  its  anastomoses  are  free 
and  extensive. 

"When  incised,  muscle  retracts  more  than  any  other 
tissue ;  the  gap  between  the  divided  ends  is  quite 
large.  Bleeding,  thrombosis  to  arrest  it,  and  subse- 
quent absorption  of  the  clot,  occur  as  in  wounds  of 
connective  tissue,  Granulation  tissue  is  plentifully 
produced.  The  cells  are  mostly  derived  from  the 
blood-vessels,  but  it  seems  probable  tliat  the  nuclei  of 
the  muscular  fibi-es  are  aroused  by  the  local  irritation 
to  renewed  formative  activity. 

On  division  or  rupture  of  the  muscular  fibres  the 
conti-actile  substance  coils  up  somewiiat  within  tlie 
sarcolemina,  so  that  the  ends  become  more  or  less  club- 
shaped. 

T\\e  ends  of  the  fibres  degenerate  and  split  up 
longitudinally,  and  the  nuclei  to  the  same  extent 
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become  granular  from  fatty  metamorphosis.  The 
degenerated  products  are  absorbed,  and  the  muscular 


Fig.  18.— Ends  of  Divided  Mnsoular  Fibres,  from  tte  Biceps  Muscle 
of  a  Rabbit,  eight  days  after  the  injury. 

"'*tnip?lw.,"!''M';'''=r"''''^^'  '5-        ••"ifMtile  substance  rolled  up  and  balled 
togetl  tM  ,  tlir  same  w.ay  m  the  huiidle  abuvu  <Z ;  into  tbe  iiointed  cnniHt 

irpp  iim  JlT.  e  I u  ^ V  t  *  (lehcatu  Lransvcrst.:y-.striatc'd  substance ;  e, young 
of  var  ou,  'izes  young  nbbon-like  niu.cular  fll.uucnls;     the  same, 

ui  VUI10U3  tizLs,  isoLUcd.    X  .1;,0    (From  Billroth  ;  iiJUr  0.  Weber.) 

fibres  are  seen  to  be  lying  iu  a  bed  of  i.roliferating 
granulation  tissue. 

In  the  lower  animals  fusiform  cells  derived  from 
the  old  niuscle  nuclei  (Weber  and  Gussenbauer)  and 
wandering  corpuscles  (Maslowsky)  have  been  found  to 
enlarge  and  become  transversely  striated,  so  that  to 
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some  extent  the  union  is  by  muscular  fibre.  Observa- 
tions are  wanting  to  show  if  this  occurs  in  the  human 
subject.  Connective  tissue  cicatrisation  is  certainly 
the  rule,  but  from  what  we  know  of  the  repair  of 
injured  nerves  thei-e  seems  no  reason  why  muscular 
fibres  should  not  be  regenerated. 

If  the  divided  ends  of  a  muscle  be  approxi- 
mated, a  narrow  seam  of  fibrous  tissue  is  left.  If 
there  be  much  loss  of  substance,  or  the  ends  be  allowed 
to  separate,  union  is  effected  by  a  tendinous  band, 
and  the  muscle  remains  more  or  less  digastric. 

Wounds  and  injuries  of  nerves. — There  are 
two  remaikable  facts  connected  with  wounds  and 
injuries  of  nerves.  (1)  The  range  of  influence  of 
nerve  tissue  over  the  mode  of  repair  is  very  limited  ; 
the  divided  ends  must  be  in  close  proximity  to  insure 
union  by  other  than  connective  tissue.  (2)  Extensive 
destruction  of  nerve  cells  and  fibres  is  compatible  Avith 
continued  function  of  the  parts  supplied  by  them.  A 
patient  may  be  but  little  incapacitated  by  partial 
absorption  and  annular  sclerosis  of  the  spiual  cord,  the 
result  of  caries  of  the  vertebra  (Charcot)  ;  and 
lioemorrliages,  softening,  and  cysts  of  the  optic  thalami 
and  corpora  striata  may  leave  very  little  impairment 
of  function.  In  these  cases  it  seems  more  probable 
that  the  remaining  elements  take  on  increased  action, 
than  that  new  ones  are  formed. 

As  in  muscle,  the  power  of  repair  is  greater  in  the 
lower  animals  than  in  man. 

Brown-Sequard  found  that  the  paralysis  caused  by 
division  of  the  spinal  cord  in  pigeons  disappeared  after 
a  time. 

The  approximated  ends  of  a  divided  nerve  will 
unite  quite  well  if  disturbing  influences  be  excluded. 
This  is  seen  after  certain  accidents  and  operations  ; 
e.g.,  the  sensibility  of  the  skin  of  the  lower  lip  and 
chin  may  be  restored  after  laceration  of  the  mental 
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nerve  from  fracture  of  the  jaw,  and  the  conductivity 
of  the  superficial  cervical  is  re-established  in  the  case 
of  ligature  of  the  carotid  artery.  Again,  jDortions  of 
transplanted  skin  become  sensitive  as  nerve-iibres  pass 
through  the  cicatrix  to 
pick  up  or  replace  those  in 
the  graft. 

Upon  division  of  a 
nerve,  degenerative  changes 
ensue  to  a  limited  extent, 
less  in  the  proximal  than 
in  the  distal  end,  for  it 
maintains  its  connection 
with  the  central  ganglion 
cells. 

The  white  substance  of 
Schwann  breaks  up,  and 
the  primitive  sheath  is  ap- 
plied to  the  axis-cylinder, 
the  most  durable  part  of 
a  nerve-fibre. 

Leucocytes  infiltrate  the 
part,  and  possibly  the  nerve 
nuclei  increase  in  number. 
Some  of  the  cells  become 
fusiform,  and,  according  to 
SchifFand  Hjelt,  grow  into  nerve-fibres  with  double  con- 
tour, which  pick  up  the  ends  of  the  old  axis-cylinders 
and  the  nerve  cicatrix  is  fully  formed  (Ficr  19)  ghovt 
of  this,  tlie  newly-formed  fibres  remain  embedded  in  the 
connective  tissue  scar,  and  whilst  the  distal  end  of  the 
divided  nerve  undergoes  progressive  atrophy,  the  proxi- 
mal end  becomes  bulbous,  a  reason  for  early  operation  in 
caseswhe.enature  has  failed  toefi^ect  the  required  union 

Ur  Keger  -of  Potsdam,  sutured  the  ends  of  the 
musculo-spiral  nerve  four  months  after  division,  and 
with  complete  success  {Lanwt,  iMay  31,  1884  p  994) 


Fig.  19.— Eegeuerntion  of  Nerve. 
From  the  Fiog  ten  weeks  after 
division.  Development  of  young 
Nerve-cells  from  Spindle-cells. 
x300.  (^I/tfr  Hjelt.  From  Bill- 
roth s  "  Surgical  Pathology.'  ) 
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Billroth  believes  the  proximal  part  of  the  axis-cylin- 
der elongates  and  joins  directly  with  the  distal  portion, 
the  fusiform  cells  constructing  the  primitive  sheath. 

Wounds  or  fractui-es  ol  cavtilag^c  unite  by 
connective  tissue,  and,  in  the  case  of  the  costal  carti- 
lages, occasionally  l)y  bone.  There  is  little,  if  any,  re- 
production of  cartilage  cells.  (In  ununited  fractures 
of  bone  the  ends  of  tlie  fragments  are  sometimes  capjsed 
with  hyaline  cartilage ;  this  is  in  accoi'dance  with  the 
fact  that  the  enchondromata  spring  from  bone  or  peri- 
osteum.) If  a  piece  be  split  off  an  articular  cartilage, 
the  remaining  portion  proliferates  at  the  seat  of  injury, 
the  corpuscles  divide  and  subdivide,  and  the  capsules 
and  matrix  soften.  The  granulation  layer  thus  formed 
orsanises  to  fibrous  tissue.  The  loss  of  substance  is 
never  completely  rejaaired,  but  a  depressed  cicatrix 
remains.  When  the  injury  implicates  the  synovial 
membrane  vascular  loops  grow  into  the  granulation 
tissue,  but  they  disappear  as  cicatrisation  advances. 


CHAPTER  XXIV. 

FEACTURES  OF  BONE  AND  PSEUDARTHROSIS. 

Simple  fracture. — When  the  shaft  of  a  long 
bone  is  broken,  there  is  bleeding  from  the  vessels  in 
the  central  medulla.  Haversian  canals,  and  periosteum, 
and  also  from  the  soft  tissues  round  about,  if  these 
be  lacerated  by  tlie  displacement  of  the  fragments. 
If  the  bleeding  has  been  excessive,  fluctuation,  or 
bog'^'-iness,  may  be  felt  over  the  seat  of  fracture,  and 
there  is  ecchymosis  of  the  skin,  and  perhajis  ahso 
bulife  filled  with  blood-stained  serum.  Tlie  staining 
of  the  skin  becomes  more  marked  after  a  while,  lor 
the  blood  corpuscles  break  up,  and  the  colouring 
matter  is  ditl'used  through  the  tissues. 
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_  _  When  the  bone  is  deeply  placed,  or  the  break  in 
it  IS  a  mere  fissure,  there  may  be  no  discoloration  of 
the  skm,  or,  at  the  most,  only  a  light-yellow  tintino- 
from  hsemoglobin  that  has  passed  through  the  usual 
changes  before  it  has  reached  the  surface.  Such  may 
be  seen  m  Scarpa's  triangle  a  few  days  after  intra- 
capsular fracture  of  the  neck  of  the  femur. 

Possibly  a  portion  of  the  coagulum  around  the 
ends  of  the  fragments  organises,  but  certainly  the 
greater  part  is  re-absorbed. 

_  Inflammatory  changes.~The  swelling  of  the  part 
IS  increased  by  exudation,  which  often  causes  (Edema 
ot  the  soft  structures.  There  may  be  redness  of 
the  skm  from  hyperemia.  The  inflammatory  chano-es 
set  m  immediately  after  the  injury,  and  the  products 
at  hrst  mingle  with  the  extravasated  blood,  which 
together  with  the  serous  portion  of  the  exudkon,  is 
nln^r  fll.  ^  absorption.  Then  it  is  that  the  m^re 
plastic  fibrinous  material  can  be  felt  as  a  firm  sub- 
stance embedding  the  broken  ends  of  the  bones.  This 
wil  be  about  the  end  of  the  first  week,  when  it  L 
said  the  callus  begins  to  form. 

It  must  not  be  supposed 'that  up  to  the  present 
there  has  been  a  simple  sequence  of  three  events  _ 
hemorrhage  and  absorption  of  blood,  serous  efflision 

inese  processes  overlap  one  another,  as  it  were  and 

Haversian^  ^^L  ,  ^ential,  and   interstitial  or 

the      r  f';\-er^^  ^-^^yonic  tissue, 

cellular  subst.^ice  '^''^       "  ^""'^ 

^n^^^jS^^^;^'''^''^^^^  --'-1  than 
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The  cells  of  the  callus  are  derived  from  the 
blood-vessels,  the  bone  corpuscles  probably  taking  no 
active  part  in  the  process. 

.  So  far  as  the  bone  is  concerned,  the  embryonic  or 
granulation  tissue  is  limited  externally  by  the  peri- 
osteum. It  forms  a  thin  layer  between  the  ends  of 
the  fragments,  and  fills  up  for  a  short  distance  the 
open  ends  of  the  Haversian  canals.  It  also  blocks  the 
medullary  canal.  The  fat  cells  of  the  central  medulla 
are  broken  up  and  their  contents  absorbed. 

The  inflammatory  new  formation  is  in  greatest 
amount  opposite  the  fracture,  i.e.,  where  the  irritation 
from  the  injury  is  most  intense ;  from  this  pomt  it 
subsides  gradually,  so  that,  if  the  broken  ends  be  m 
accurate  coaptation,  they  will  be  ensheathed  by  a 
regular  fusiform  collar  or  ferrule. 

Cartilaginous  transformation  of  the  cal- 
lus Some  bones  are  developed  directly  from  embry- 
onic tissue,  and  all  grow  in  thickness  from  the  same ; 
but  many,  e.g.,  the  long  bones,  ossify  from  a  carti- 
lacrinous  basis  until  their  full  length  is  attained,  bo, 
in'' fractures,  the  callus  formed  of  indurated  granu  a- 
tion  tissue  may  ossify  forthwith,  or  pass  through  the 
intermediate  state  of  cartila,ge.  The  reason  why  one 
fracture  should  unite  through  the  medium  of  carti- 
lage, and  another  without  it,  is  no  clearer  than  that 
of  the  corresponding  variation  in  normal  development 

""''"^Accrrding  to  Cornil  and  Kanvier,  the  callus  of 
simple  fractures  is  converted  into  cartilage;  that  of 
compound  fractures  is  not. 

Billroth,  ignoring  this  absolute  distinction,  says 
<'Tn  ra)>bits,  the  callus  is  always  changed  to  cartilage 
before  ossification,  as  it  also  is  m  children.  In  old 
dogs  the  callus  usually  ossifies  dn-ectly,  as  m  t^ie 
human  adult."  The  irritation  in  a  ^om^-und  fiac- 
ture,  where  there  is  more  or  less  suppuration,  may  be 


Chap.  XXIV.]       Fracture  of  Bone. 


195 


..a 


too  great  to  allow  of  the  necessary  conditions  (of 
which  one  is  rest)  for  the  transformation  of  exuda- 
tion into  cartilage  cells,  and 
plasma  into  cartilage  matrix. 

Age  is  likely  to  influence 
the  event ;  for  in  adults  the 
natural  formative  activity  of 
cartilage  is  almost  nil,  and 
cartilage  tumours  do  not 
often  show  themselves  late  in 
life.  On  the  other  hand,  car- 
tilage is  always  present  in  the 
growth  of  osteophytes  about 
the  joints  in  chronic  rheumatic 
arthritis. 

Cartilage  first  appears  at 
the  upper  and  lower  borders 
of  the  callus,  both  in  the  peri- 
osteal and  central  portions.  It 
continues  to  grow  until  the 
chondrification  is  complete. 

Vasciilavisatioii  of  the 
callus. — The  blood-vessels  of 
the  bone  and  periosteum  give 
off  loops  into  the  young  peri- 
pheral callus ;  those  of  tile  bone  ^'g- 20--Siinple  Greenstick 
only  into  the  central  callus.         ?W  "^'welf  ^^Xr^"^?,"^ 

The  new  vessels  lie  at  right 
angles  to  the  axis  of  the  bSie         ^  ^""^^  ^''-i 
1^  each  case. 

Vascularisation  of  the  ^f^^o^^'i^td 
callus   between    the  opposed     Srs^ic^^'c™' '''•'^^p''™""" ''^ 

(except  at  the  torn  ends,  which  are  plu-o-ed  with 
l^iteralloopng;  and  hence  it  is  some  time  before  the 
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continuity  of  the  vessels  in  the  two  fragments  is  re- 
established. 

Ossification  of  the  callus. — "Whether  carti- 
lage be  foi-med  or  not,  lime  salts  are  deposited  around 
the  blood-vessels  embedding  the  immediate  granulation 
cells  (osteoplasts).  This  follows  in  close  order  upon 
the  growth  of  the  vessels,  and,  in  the  superficial 
callus,  advances  from  the  bone  and  periosteum  at  the 
same  time.  The  primary  trabeculse  of  bone  form 
moulds  around  the  vessels. 

As  ossification  advances,  the  osteal  and  periosteal 
spiculfe  meet  and  widen,  but  the  ossified  callus  never 
attains  the  density  of  compact  bone  ;  for,  before  that 
stage  is  reached,  retrogressive  or  absorptive  changes 
set  in. 

The  osseous  columns  in  the  central  and  external 
callus  lie,  like  the  vessels,  parallel  to  the  transverse 
axis  of  the  shaft  of  the  bone. 

By  the  end  of  the  first  week,  or  a  little  later, 
ossification  has  commenced  ]  by  the  end  of  the  third 
it  is  sufficiently  extensive  to  enable  the  callus  to 
support  the  bone  without  fear  of  bending  or  re- 
fracture. 

If  the  callus  be  changed  to  cartilage,  ossification 
goes  on  after  the  physiological  type.  The  primary 
capsules  contain  secondary  capsules,  Avhich,  dissolving, 
set  free  broods  of  embryonic  cells  derived  from  proli- 
feration of  the  cartilage  cells.  By  absorption  of  the 
capsules  and  matrix,  festooned  passages  filled  with 
indifferent  cells  are  opened  up.  Into  these  blood- 
vessels o-row,  wliilst  lime  .salts  are  deposited  in  the 
matrix.  So  far  tlierc  is  only  calcification.  True 
ossification  is  established  by  the  inclosure  of  osteo- 
plasts as  bono  corpuscles  in  the  ossifying  ma,tnx, 
corpuscles  which  unite  by  their  processes,  and  he  m 
lacunar  spaces  that  ]om  one  another  and  the  central 
canals  of  the  new  Haversian  systems. 
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Provisional  and   definitive  callus. — Du- 

puytren  gave  the  name  provisional  to  the  callus 
formed  about  the  ends  of  the  fragments  (that  which 
causes  the  fusiform  swelling  on  the  surface,  and  blocks 
the  medullary  canal)  since  it  provided  for  the  union 
and  support  of  the  fracture  pending  the  construction 
of  the  final  or  definitive  callus  between  the  broken 
surfaces. 

The  amount  of  provisional  callus  depends  chiefly 
upon  the  extent  of  the  injury  to  the  bone  and  soft 
parts.  In  comminuted  simple  fracture  it  is  very 
large,  and  welds  the  fragments  into  a  continuous 
mass.  In  chUdren  it  is  more  largely  developed  than  in 
adults. 

If  there  be  no  displacement  of  the  fragments 
which  require  but  Httle  support,  as  in  fissured  fracture 
ot  the  skull,  It  may  be  so  small  as  to  escape  detection. 
I  he  provisional  callus  so  far  disappears  that  the 
central  canal  is  re-established  and  all  external  signs  of 
the  fracture  lost,  providing  there  has  been  little  or  no 
displacement  of  the  fragments.  Its  complete  absorp- 
tion requires  months. 

Definitive  callus,  though   slow  in  formin<r  far 
exceeds  the  provisional  in  density ;  indeed,  it  becomes 
more  compact  than  the  old  bone,  hence  the  saying, 
A  bone  does  not  break  twice  in  the  same  place  " 

As  the  result  of  the  injury  a  rarefying  ostitis 
{q.v.)  IS  set  up  in  the  ends  of  the  fragments  Th  s 
goes  on  until  the  bone  i^  quite  porous,  aJid  the  canal 
enlarged  by  absorption,  are  filled  with  Vascular  fun^ou^ 
granulation  tissue.  The  blood-vessels  from  the  on 
posite  fragments  meet  and  unite.  Lime  salts  are 
deposited  around  them,  so  that  the  neT  bony  tra 

ion    axis  of  the  bone ;  and  the  continuity  of  the 
Haversian  canals  is  once  more  established.  ^ 

ihe  rarefying  or  destructive  ostitis  subsides  into 
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a  sclerosing  or  constructive  ostitis,  and  when  this 
ceases  repair  is  complete.  The  provisional  callus  is 
absorbed  iiari  passu  with  the  formation  of  the  de- 
finitive. 

The  amount  of  provisional  callus  formed,  and  the 
extent  of  the  rarefying  ostitis,  vary  as  the  intensity  of 
the  inflammation,  and  this  as  the  degree  of  injury. 

Chaug^cs  in  the  periosteum,  etc, — The  me- 
dullary layer  is  converted  into  granulation  tissue,  and 
thence  to  callus. 

The  fibrous  layer  becomes  indefinite  in  outline, 
and  commonly  lost  in  the  softened  mass.  In  the 
latter  event,  a  new  periosteum  is  formed  from  the 
sui>erficial  cells  of  the  callus. 

The  development  of  new  bony  callus  is  not  con- 
fined to  the  periosteum  and  bone ;  the  tendons  and 
connective  tissue  of  the  muscles  are  likewise  osteo- 
plastic. In  simple  fracture  without  displacement 
they  do  not  enter  into  the  process  of  repair,  but  where 
there  is  much  laceration  of  the  soft  structures  they 
are  very  active.  The  muscular  fibres  undergo  absorp- 
tion corresponding  in  extent  to  the  osteoplastic  change 
in  the  interstitial  tissue. 

When  a  fracture  passes  through  a  strong  ten- 
dinous insertion,  the  callus  at  that  part  is  increased 
by  the  physiological  tension  upon  the  tendon ;  and 
when  ossified,  it  may  remain  as  a  permanent  osteo- 
]^hyte,  Avhilst  in  the  other  parts  it  is  completely 
absorbed. 

Friictiu-e  tJuoiijfli  epiphysial  cartilage  is 

in  reality  fracture  at  the  line  of  junction  of  the 
cartilage  with  the  bone,  so  that  one  fragment  carries 
the  whole  or  greater  part  of  the  cartilage  with  it. 
This  is  the  reason  why  epiphysial  fractures,  so  common 
in  children,  (io  not,  as  a  rule,  lead  to  a  stunted  growth 
of  the  bone.  Severe  injury  may  cause  the  cartilage 
to  be  entirely  converted  into  embryonic  tissue,  and 
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this  again  into  ossified  callus, 
so  that  at  one  end  the  bone  is 
arrested   in  its  growth 
■vTise,  but,  as  a  rule,  a  part 
the  cartilage  escapes  the  inflam- 
matory change. 

The  cartilage  developed  in 
the  callus  probably  ossifies 
throughout.  It  does  not  appear 
to  possess  the  physiological  pro- 
perty of  continuous  segmentation 
and  reproduction  (Fig.  21). 

In  fracture  through  the  epi- 
physis of  the  lower  end  of  the  ||'  ' 
humerus,  the  provisional  callus 
partly  fills  the  coronoid  and 
olecranon  fosspe,  and  for  a  time 
checks  the  movements  at  the 
joint.  The  crepitus  is  not  so 
hard  and  grating  as  in  fracture 
thi'ough  bone. 

Failiu-e  of  ossific  union. 
— The  causes  of  non-union  are 
constitutional  and  local.  The  cow- 
stitutional  causes  are  those  that 
impair  the  healthy  nutritive  and 
formative  activity  of  the  tissues  in 
general,_and  in  one  disease  (moUi- 
ties  ossium)  bone  tissue  in  par- 
ticular.  Chronic  Briglit's  disease, 
tertiary  syphilis,  and  cancerous  SiWli' 1 
cachexia  may  be  cited  as  systemic 
defects  hkely  to  prevent  bony  Fig  21  ^-tmcc 
union,  and  pei-manently  so  Frac-    ^'""^  Gi-cwth 
turesareslowtouniteduringacute  vcsuUo'rtac! 
specific  fevers,  and  afterwards  if    t"""  °l  • 
convalescence  be  protracted        . i:*:':;,.  .... 

seat  of  iiuion.  (UcOucudouf 
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The  local  causes  are:  (1)  Those  tlaat  prevent  coap- 
tation of  the  fragments ;  (2)  movement  of  the  frag- 
ments one  upon  the  other;  (3)  defective  vascular  supply. 

Separation  of  the  ft-ag-nicuts  may  be  effected 
by  {a)  muscular  action,  as  in  fracture  of  the  patella 
and  olecranon  ;  (5)  the  hydrostatic  pressure  of  the 
effusion  into  the  neighbouring  joint,  e.g.,  the  knee; 
(c)  the  intevnosition  of  a  foreign  body,  such  as  muscle 
tendon,  a  detached  portion  of  bone,  a  tooth  in  fracture 
of  the  jaw,  or  the  necrosed  end  of  one  of  the  fragments. 
It  is  said  that  in  fracture  of  the  patella  the  superposed 
bursa  dips  in  between  the  broken  surfaces. 

Wide  separation  by  muscular  action  means  that 
the  new  formation  connecting  the  fragments  is,  at  the 
part  most  distant  from  the  bone,  removed  from  the 
sphere  of  influence  of  the  physiological  stimulus  to 
ossification  possessed  by  the  bone  and  periosteum. 

Movememt  of  the  fi-ag:meiets  entails  more 
th  an  the  absence  of  coaptation.  In  a  case  of  trans- 
verse fracture  of  the  patella  where  the  patient  died 
from  cellulitis  of  the  limb  set  up  by  the  use  of  Mal- 
gaigne's  hooks,  I  found  the  fractured  surfaces  thickly 
studded  with  needle-like  processes  of  new  bone,  a 
sixth  of  an  inch  in  length.  Now  movement  would 
tend  to  break  off"  the  tips  of  these  minute  stalactites, 
but  would  not  prevent  their  fusion  into  a  continuous 
layer  by  lateral  growth. 

It  seems  strange  at  first  sight  that  movement 
should  cause  an  exuberance  of  callus,  and  yet  in  some 
cases  prevent  osseous  union.  The  explanation  is  pro- 
bably ill  the  degree  and  continuance  of  moA^ement. 
If  the  callus  suffices  to  lock  the  fragments  together, 
it  will  ossify  ;  if  it  fails  to  do  this,  it  will  not. 

Defective  vascular  supply. — I  believe  this 
has  little  to  do  with  the  failure  of  union  in  the  case 
of  the  ]jatella  and  olecranon.  In  fracture  through 
the  anatomical  neck  of  the  humerus,  the  blood  supply 
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can  only  come  from  one  surface ;  and  in  intracapsular 
fracture  of  the  neck  of  the  femur,  the  cervical  liga- 
ment (periosteum)  is  usually  torn,  and  the  head  of 
the  bone  gets  very  little  nutriment  through  the  liga- 
mentum  tere.s,  even  if  the  latter  is  not  ruptured  by 
the  accident. 

Pseiiclai  tlii  oscs,  or  false  .joints.— Causes.— 

(1)  Ununited  fracture;  (2)  unreduced  dislocation. 

There  are  two  varieties  of  false  joint  as  the  result 
of  ununited  fracture :  (a)  ligamentous,  (6)  diarthrodial. 

L,jg^£LnieiitOHs  pseutiarthrosis  is  seen  in  frac- 
tures of  the  patella,  olecranon,  acromion,  and  neck  of 
the  femur  within  the  capsule. 

Unless  the  fragments  be  separated  by  serous 
effusion  into  the  neighbouring  joint,  e.g.,  in  the  knee, 
in  many  cases  of  fracture  of  the  jjatella,  the  interval 
between  them  is  soon  filled  up  with  soft  granulation 


Fig.  22.— Ununited  Fractiire  of  Olecranon 

tissue,  the  vessels  of  which  are  derived  from  tlie 
broken  surfaces  and  the  surrounding  tissues.  As  the 
gramdation  tissue  organises  tl,e  fibrous  bundles  lie 
paiallel  to  he  l,no  of  greatest  tension,  i.e.,  from 
fragment  to  fragment.  ' 
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The  distensibility  of  the  young  connective  tissue 
accounts  for  the  sepai'ation  of  the  fragments  subse- 
quent to  their  having  been  in  pretty  close  apposition. 

Cartilage  cells  may  sometimes  be  found  in.  the 
meshes  of  the  fibrous  tissue  at  the  fractured  sui-faces. 

Diartlirodial  pseudartlu'osis.  —  The  move- 
ment of  one  fragment  upon  the  other  may  be  so  free 

as  to  prevent  the  growth  of 
granulation  tissue  between  the 
suiiaces,  or,  if  it  have  formed, 
to  cause  its  re  -  absorption. 
This  variety  of  false  jomt  is 
found  in  the  long  bones.  The 
medullary  cavity  on  each  side 
of  the  fracture  is  filled  with 
callus,  which  may  change  to 
cartilage.  The  internal  callus 
ossifies,  but  instead  of  being  re- 
absorbed, as  is  the  case  when 
bony  imion  occurs,  it  remains 
as  a  permanent  compact  mass. 
This  result  is  due  to  the  fric- 
tion kept  up  between  the  frag- 
ments, whereby  a  condensing 
ostitis  is  maintained.  Mean- 
while the  gi'anulation  tissue 
formed  from  the  soft  tissues 
around  the  fracture  organises, 
and  the  broken  ends  are  en- 
closed within  a  dense  fibrous  cap- 
sule. When  the  cartilaginous 
callus  within  the  medullary  canal 
ossiiies,  an  irregular  layer  of 
hyaline  cartilage  is  sometimes 
left  upon  the  surface  (Fig.  23). 
A  natural  joint  is  further  simuhited  by  the  change  in 
shape  of  the  fragments  as  they  rub  together,  the  cup- 


Fig.  23.— Unnnitefl 


Frac- 
ture of  Humerus.  Diar- 
tlirodial  False  Joint. 

,  Meilnllnrv  ciivity  of  tin' 
liouo  ;  b,  cumitict  bone  i-Uis- 
iiig  tlie  ni('diill;u-y  cnvit.v 
next  "  llie  juinl ;  "  c,  Inycr  of 
cnrlriliigp  ;  (/,  llliroiis  ciipsuk' 
contaiuing  a  nudulc  of  boiu'. 


Chap.  XXIV.]  PSEUDARTHROSIS.  203 

shaped  hollow  of  one  receiving  the  rounded  extremity 
of  the  other.  If  the  movement  is  mainly  in  one  plane 
the  joint  is  ginglymoid.  The  cavity  of  the  false  joint 
contains  a  little  serum  (not  synovia)  exuded  from  the 
vessels  of  the  capsule. 

PseutlaitBuosss  from  nnrediiccd  disloca- 
tion.— This  may  hajipen  from  disease  or  injury.  In 
the  former  case  the  cartilage  of  the  old  joint  is  wholly 
or  in  great  part  removed  before  the  dislocation  occurs. 
In  caries  of  the  hip  joint  the  head  of  the  femur  is  more 
or  less  absorbed,  as  is  also  the  rim  of  the  acetabulum, 
on  the  .side  of  the  dislocation  where  there  is  softeninc^ 
from  caries,  and  atrophy  from  the  continued  pressure 
of  the  head  of  the  femur  ;  hence  the  luxation  usually 
takes  place  gradually.  The  capsule  of  the  hip  joint, 
softened  by  inflammation,  is  readily  stretched  by  the 
localised  tension  upon  it;  and  at  last  it  ruptures,  or  is 
entirely  destroyed  by  the  disease  at  this  part. 

Subsequent  to  the  dislocation   the   caries  may 
subside,  and  the  granulation  tissue  become  flbrous, 
and  form  a  new  capsule  around  the  displaced  bone, 
llien   the   cotyloid   cavity  becomes   shallow,  from 
atrophy  of  its  margin  and  filling  in  of  the  hollow  with 
connective  tissue  or  bone.    The  hip  bone  is  rou^h 
from  osteophytes  for  some  distance  beyond  the  primary 
sea  of  disease.    Where  there  is  greatest  moVemei^ 
{rntermxttent  pressure)  of  the  femm-  upon  the  hip  the 
irritation  causes  a  buttress  of  bone  to  be  thrown  out 
that  acts  as  a  support  to  the  dislocated  femur  This 
constructive  process  may  go  on  whilst  the  caries  of  the 
bones  round  abou  is  progressing  (Fig.  36).    In  Char 
cots  disease  two  factors  r,^■^^r  l,^  „  1  • 

loc-itinn  •  1  '®  concerned  m  the  dis- 

ocation  .  (1)  Erosion  of  the  bones  ;  (2)  stretching  of 
the  capsule  from  serous  eflbsion  into  the  joint  " 

w^z^ra  idJ^f-Sc  'T' -«^-^>^"y^th; 

'iccmcnt.    ihe  subsequent  changes  are  : 
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(1)  Construction  of  a  fibrous  capsule  about  the  false 
joint ;  (2)  alteration  in  the  shape  of  the  bones  from 
mutual.pressure  ;  (3)  partial  or  complete  absorption  of 
the  articular  cartilages;  (4)  diminution  in  depth  of 
the  old  articular  depressions  (glenoid,  cotyloid,  etc.) ; 
(5)  formation  of  a  buttress  of  support  for  the  dis- 
located bone. 

Union  of  Compound  Fractures. 

A  compound  fracture  may  be  converted  into  a 
simple  one  by  immediate  closure  of  the  wound  in  the 
skin  or  mucous  membrane. 

The  laceration  of  the  soft  structures,  which  is  con- 
siderable, gives  rise  to  a  good  deal  of  extravasation. 
It  may  possibly  cause  suppuration  about  the  fracture 
after  the  external  opening  has  closed. 

Besides  the  extent  of  the  injury  to  the  soft  tissues, 
splinters  of  bone  may  be  detached,  and  the  ends  of 
the  fragments  may  necrose  from  stripping  off  of  the 
periosteum,  or  consecutive  inflammation.  Taking  an 
uncomplicated  case  of  compound  fracture,  with  suppu- 
ration, the  bone,  periosteum,  and  soft  tissues  implicated 
are  acutely  inflamed.  The  purulent  exudation  is  at 
first  mixed  with  disintegrating  blood-clot.  It  bathes 
the  broken  ends  of  the  bones,  which  are  quite  bare  at 
the  bottom  of  the  wound.  As  the  inflammatiou  sub- 
sides a  layer  of  vascular  gi'anulation  tissue  lines  the 
whole  interior  of  the  wound.  Tliis  for  a  time  con- 
tinues to  form  pu.s,  but  at  length  the  granulations 
from  ojjposite  sides  come  in  contact  and  their  vessels 
join. 

The  inflammatory  new  foruiation  passes  tlirough 
the  usual  changes.  The  cells  that  remain  are  imbedded 
in  firm  intercellular  substance,  in  fact,  the  whole  is 
converted  into  a  mass  of  callus.  The  callus  organises 
into  bone  without  the  intermediate  formation  of 
cartilage  (Cornil  and  Eanvier).    It  rarely  ends  in 
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Pseud  AR  thr  osis. 
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fibrous  union  of  the  fracture.  The  bone,  periosteum, 
and  fibrous  structures  in  the  vicinity  are  all  active  in 
the  osteoplastic  process,  so  that  the  amount  of  pro- 
visional callus  is 
very  great. 

The  rarefying 
ostitis  of  the  ends 
of  the  fragments 
is  more  extensive 
than  in  simple  frac- 
ture, and  this  delays 
the  tiuie  of  comple- 
tion of  the  definitive 
callus. 

Compound 
fracture,  with 
n  e  c  r  o  s  i  s. — Por- 
tions of  bone  may 
be  cut  off  at  once 
from  all  vascular 
supply,  and  lie  loose 
at  the  seat  of  frac- 
ture ;  or  necrosis 
of  the  ends  of  the 
fragments  may  en- 
sue from  the  vio- 
lence of  the  injury, 
stripping  off"  the  pe- 
riosteum and  caus- 
ing extravasation  into  the  Haversian  canals,  or  from 
arrest  of  the  circulation,  consequent  on  acute  inflam- 
mation. 

Loose  splinters  of  bone  may  retain  their  connection 
with  the  periosteum,  and,  surviving  the  effects  of  the 
injury,  help  in  the  process  of  repair.  Necrosed  por- 
tions of  bone,  unlos.s  removed,  keep  up  irritation,  and 
whilst  they  stimulate  to  increased  bone  formation  they 


Fig.  24.— Diagram  of  Fracture  of  a  Long 
Bone,  with  external  Wound;  longitudinal 
section.   (Natural  size. ) 

c,  e,  bone;  /,/./,/,  .soft  piirts  of  the  limb  ;  a.  a,  ne- 
crosed enils  (if  tbe  bone  ;  tlif  darkly-sbarled 
p.irt  reiiresents  tbe  gr.anulations  wbicb  linerf, 
the  wound  tb!it  opt'ns  outwardly,  and  secrete 
IHir, ;  b,  b,  internal  callus  in  tbe  two  dislocated 
ends  of  the  bone  ;  c,  c,  external  callus.  (Ajter 
Billroth.) 
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prevent  closure  of  the  sinuses.  If  the  ends  of  the 
fragments  lose  their  vitality,  union  of  the  fracture  is 
greatly  delayed,  but  it  may  take  place  sufficiently  to 
allow  of  restoration  of  the  function  of  the  bone  whilst 
the  sequestra  are  retained;  i.e.,  the  mass  of  new  bone 

thrown  out  from 
the  outer  surface 
of  the  living  por- 
tions of  the  frag- 
ments  and  the  soft 
tissues  around, 
may  bridge  over 
tlae  gap  that  holds 
the  sequestra,  so 
extensively  as  to 
leave  but  one  or 
moi'e  narrow  aper- 
tures (cloacaj)  for 
the  escape  of  the 
purulent  dis- 
charge from  the 
granulations 
within. 

So  long  as  the 
sequestra  remain 
imprisoned  sup- 
j^uration  will  con- 
tinue ;  ^  but  if 
sequestrotomy  be 
performetl,  even 
after  the  lapse  of  years,  the  sinuses  will  close  and 
the  case  end  favourably.  Nature  is  unequal  to 
the  liberation  of  the  dead  pieces,  for  before  they 
are  detached  a  mantle  of  new  bone  has  been  de- 
posited around  them,  and  the  sinuses  liave  con- 
tracted too  much  to  aHow  of  their  extrusion  by  tlie 
pressure  of  the  granulations.     The  casing  of  new 
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bone  becomes  very  thick  and  dense,  and  the  cavities 
left  after  removal  of  the  sequestra  fill  up  slowly  on 
account  of  the  dearth  of  vessels.  The  sequestra  are 
quite  characteristic.  They  present  at  one  end  a 
brittle  fracture,  at  the  other  a  worm-eaten  appearance. 

Spontaneous  fracture. — By  this  we  mean 
that  the  fracture  results  from  an  injury  wholly 
inadequate  to  the  breaking  of  a  healthy  bone.  The 
force  is  almost  always  applied  indirectly.  The  fracture 
sometimes  occurs  without  the  Icnowledge  of  the  patient. 

Causes. — (a)  More  or  less  general.  1.  Senile  osteo- 
porosis. Here  the  bones  are  very  brittle,  the  compact 
tissue  is  wasted,  and  the  spaces  of  the  cancellous  tissue 
are  large  and  filled  with  fat.  2.  MoUities  ossium.  In 
this  disease  the  fracture  is  usually  multiple.  3.  Rickets. 
4.  Charcot's  disease.    5.  Hereditary  fragility. 

(b)  Local  causes.  1.  Absorption  of  the  bone 
by  a  new  growth,  or  the  pressure  of  an  aneurism. 
2.  Congenital  syphilitic  dystrophia,  causing  separation 
of  the  epiphyses.  3.  Syphilitic  gummata.  4.  Fatty 
atrophy  from  disuse,  e.g.,  in  long-standing  joint- 
affections.  5.  Alteration  in  the  angle  that  the  neck 
of  the  femur  makes  with  the  shaft  in  old  people. 
This  places  the  bone  at  a  mechanical  disadvantage 
when  force  is  applied  to  the  long  arm  of  the  lever. 
(Tlie  fulcrum  is  at  the  hip  joint,  and  the  resistance  at 
the  seat  of  fracture.)  6.  Separation  of  the  epiphyses 
from  hsemon-hage  in  "scurvy-rickets,"  q.v. 


CHAPTER  XXY. 

INJURIES  AND  DISEASES  OF  THE  SCALP, 

Cirsoid  aneurism,  nsevus,  atheromatous  cysts,  and 
subaponeurotic  cellulitis  are  described  elsewhere  The 
parasitic  diseases  are  beyond  the  scope  of  this  work 
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Haematoma. — Hsematoma  is  an  extravasation 
of  blood  sufficient  in  quantity  to  give  rise  to  a  boggy 
or  fluctuating  swelling.  There  are  two  forms  of 
cephalliajmatoma,  subj^ericranial  and  subaponeurotic. 
In  the  former  the  eflusion  is  beneath  the  periosteum  ; 
in  the  latter,  beneath  the  tendinous  expansion  of  tho 
occipito-frontalis  muscle.  Subpericranial  huematoma 
is  limited  to  the  bone  over  which  it  commences, 
for  the  periosteum  is  too  firmly  fixed  at  the  sutures  to 
allow  of  its  further  separation.  Subaponeurotic 
hsematoma,  whilst  usually  confined  to  a  circumscribed 
area,  is  occasionally  diffused  over  the  cranial  vertex 
from  the  superior  ciu'ved  line  behind  to  the  brow  and 
root  of  the  nose  in  front.  It  is  impossible  to  tell  by 
manipulation  whether  a  localised  htematoma  is  beneath 
the  pericranium  or  aponeurosis.  Necrosis  is  more 
Likely  to  follow  the  former,  but  it  is  not  common  in 
either  case,  unless  the  bone  is  severely  injured,  for  the 
vascular  supply  is  chiefly  derived  from  the  meningeal 
arteries.  The  extravasated  blood  passes  tln'ough 
tlie  usual  process  of  disintegration  prior  to  absorp- 
tion. 

But  whilst  there  is  yet  fluctuation,  inflammatory 
lymph  is  efi'used  at  the  base  and  margin  of  the 
swelling,  so  that  the  latter  is  surrounded  by  a  vascular 
granulation  membrane.  The  exudation  from  this 
mingles  with  the  liquefying  clot,  and  it  may  end  in 
suppuration  biit  more  frequently  it  is  reabsorbed. 
The  iniiammatory  induration  terminates  abruptly  on 
the  side  of  the  hajuiatoma,  Avhereas  it  gradually  sulv 
sides  into  the  soft  structures  beyond.  As  the  finger 
is  passed  from  without  in,  it  comes  ui)on  a  sharp 
declivity  at  the  edge  of  the  crateriforra  inclosure. 
This  gives  one  the  idea  of  a  depressed  fi-acture ;  but 
it  will  be  found  that  the  floor  of  the  apparently 
sunken  space  lies  in  the  natural  curve  of  the  skull. 
In  the  end  tliere  is  complete  levelling  by  absorption 
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of  the  siiperabunelant  lymph,  and  the  normal  condition 
is  restored. 

Pott's  puffy  tumour.  ■  ( Vide  Necrosis.) 

Scalp  wounds. — The  large  number  of  arteries 
in  the  scalp,  and  their  very  free  anastomosis,  explain 
at  once  the  profuse  bleeding,  the  wonderful  power  of 
repair  of  wounds,  and  the  great  rarity  of  sloughing. 
As  the  divided  vessels  are  embedded  in  firm,  closely- 
woven  tissue,  contraction  and  retraction  are  impeded, 
and  hence  mechanical  means  are  usually  required  to 
stop  the  hsemori'liage. 

Erysipelas  of  the  scalp  is  either  idiopathic  or 
traumatic.  It  is  accompanied  by  a  good  deal  of  oedema, 
which  causes  marked  boggiuess.  It  may  lead  to  sup- 
puration beneath  the  ajjoneurosis.  Unless  accompanied 
by  fracture  of  the  skull,  meningitis  is  a  rare  sequel, 
but  it  may  arise  from  spreading  of  the  inflammation  in 
the  course  of  the  communications  between  the  cerebral 
sinuses  and  the  external  veins.  The  severe  nervous 
symptoms  fi-equently  exhibited  are  in  the  majority  of 
cases  dependent  on  functional  disturbance  set  up  by  the 
poison  circulating  in  the  vessels.  It  is  thought  by 
some  that  the  tissues  of  the  scalp  are  peculiarly  liable 
to  erysii)elatous  inflammation,  but  the  explanation 
probably  lies  m  the  frequency  of  scalp  wounds.  Simple 
inflammatory  redness  and  oedema  may  be  mistaken 
tor  the  specific  disease. 

Tumours  of  the  scalp.— The  most  common  are 
nfevus,  sebaceous  cysts,  and  epithelioma.  When  a 
sebaceous  cyst  suppurates,  obstinate  ulceration  with 
the  growth  of  fungoid  granulations  may  simulate 
epithelioma  but  the  history  of  the  case,  and  the 

serve    to     1  ""V"'"^'^  P«"^^«  that 

seive   to   clear   up   the   diagnosis.    The  'imhatina 

svMkngs  comprise  hernia  ce?el:,ri,  meningoat  a  S 
encephalo-menmgocele,  cirsoid   aneurism,  maligna^, 
tumours  communicating  or  not  with  the  interfor  of 
0^ — 2i 
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the  skull,  and,  very  rarely,  subaponeurotic  collections 
of  pus,  blood,  or  cerebro-spinal  fluid,  receiving  the 
pulsations  of  the  brain  through  the  cleft  of  a  fracture. 
(Pulsation  of  the  scalp  without  tumour  is  seen  at  the 
fontanelles,  and  very  rarely  where  the  bone  is  exten- 
sively absorbed  in  craniotabes. ) 


CHAPTER  XXVI. 

HERIflA  CEREBRI  HiEMORRHAGE  BETWEEN  THE  SKULL 

AND  DURA  MATER. 

Hernia  cerebri  is  a  protrusion  through  an  open- 
ing in  the  cranial  walls  of  a  soft  mass,  composed  of 
highly  vascular  granulation  tissue  and  softened  brain 
substance.  It  essentially  depends  on  inflammation  of 
the  meninges  and  cei-ebral  cortex.  It  is  most  common 
after  compound  fracture  with  laceration  of  the  dura 
tnater.  The  idea  that  pressure  of  the  dura  mater 
against  the  edge  of  the  inner  table  is  sufficient  of 
itself  to  set  up  ulceration  is  erroneous ;  for  this  does 
not  happen  in  cases  of  trephining,  where  the  operation 
is  performed  for  other  than  depressed  fracture  or 
intracranial  suppuration;  or,  in  otlier  words,  where 
the  soft  structures  are  neither  torn,  nor  weakened  by 
acute  inflammation. 

The  outward  pressure  of  tlie  brain  intermits  witli 
its  pulsations,  and  the  only  result  is  moderate  thicken- 
in  f,  the  same  as  when  a  corn  is  produced  by  friction. 
In  hernia  cerebri  the  cerebral  membranes  are  destroyed 
by  mllan)matory  softening,  and  the  underlying  portion 
•of  brain  is  infiltrated  witli  liquor  sanguinis  and  leuco- 
cytes. New  capillary  blood-vessels  arc  developed,  in 
the  embryonic  tissue.    Inasmuch  as  absorption  does 
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not  keep  pace  with  exudation,  and  the  capacity  of  the 
cranium  is  a  constant  quantity,  the  surphis  matter 
escapes  where  there  is  least  resistance,  just  as  in 
hernia  testis  {q.v.).     The  difEculty  with  which  the 
local  circulation  is  carried  on  accounts  for  stranaala- 
tion  and  rupture  of  the  thin-walled  capillaries  The 
congestion  and  interstitial  extravasation  may  be  so 
great  that  the  hernial  protrusion  closely  resembles  a 
blood  clot     Microscopical  examination  reveals  vast 
numbers  of  leucocytes,  dilated  capillaries,  apoplectic 
ettusions,  and  dismtegrating  nerve-cells.     The  last- 
named  are  recognised  by  their  size  and  shape.    As  a 
of  the  nT  /    ?.'°''''  o^ly  ceases  with  the  death 

siirinis  and  undergoes  cicatricial  contraction  The 
hbrous  t.s.sue  forms  a  scar,  and  fills  up  the  opening.  • 

SWd  t?  ''''^""r^  "^'"'^^^  '^^^ '--^^d  in?o  bona' 
_    bhould  the  patient  survive  the  loss  of  a  con 
sxderable  portion  of  the  brain,  the  skull  adapts  itse^' 
to  Its  dimmished  contents  by  hypertrophf  of  the 
diploc  and  retrocession  of  the  inner  table   or  by  l  e 

r  he"St:f      "r""  thickness  of  ?ts  t"a  11 

In^the  latter  case  the  cranium  loses  its  symmetrical 

beatfSte  bit"  ^^-^ronously  .vith  tl>e 

"•a^!^""uf  ^  mn  :^r'" 

Separation  of'th  dura  mate"  iT^^  ??•  'fi'^'^-- 
instance  by  the  violence  of   h.  U      f  ^'""^ 

cause  alone'^it  is  not  very  e'  te^^^^^^^^  '^""^  '^^^'^ 

accompanied  by  ha^morrh.I  f        }^  necessarily 

but  unless  there  be  fret  fr?  /f^ 

is  seldom  pro  use     In      '  deeding 
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the  pressure  under  which  the  blood  is  poured  out  is 
sufficient  to  strip  up  the  dura  mater  to  a  very  consider- 
able extent,  and  the  bleeding  may  not  cease  until  a 
large  effusion  has  taken  place. 

The  appearance  of  the  clot  when  removed  with  the 
dura  mater  is  quite  characteristic.  It  is  saucer-shaped, 
the  outer  convex  surface  corresponding  with  the  con- 
cavity of  the  skull.  The  whole  preparation  bears  a 
resemblance  to  a  placenta  with  a  portion  of  the 
membranes  attached.  The  size  vai'ies  in  most  in- 
stances from  two  to  five  inches  in  diameter,  and  from 
half  an  inch  to  an  inch  and  a  half  in  thickness.  The 
colour  depends  upon  the  length  of  the  interval  between 
the  injury  and  the  death  of  the  patient,  upon  the 
degree  of  post-mortem  change,  and  upon  the  mode  of 
preserving  the  specimen.  It  may  be  dark  -  red, 
greenish-black,  or  jet-black. 

The  likeness  to  a  melanotic  malignant  tumour  is 
sometimes  very  striking,  but  it  need  never  be  mis- 
taken for  this  if  the  uniform  shape  of  the  mass  and 
the  presence  of  a  broad  expanse  of  fibrous  membrane 
(dura  mater)  be  borne  in  mind. 

As  the  large  meningeal  vessels  are  more  intimately 
connected  with  the  dura  mater  than  the  subjacent 
bone,  they  are  carried  inwards  by  the  clot ;  and  the 
greatest  difficulty  may  be  experienced  in  detecting  the 
situation  of  a  wound  in  the  bleeding  artery  at  the 
bottom  of  the  cavity;  in  fact,  this  may  be  impossible. 


CHAPTER  XXVII. 

INTRACRANIAL  SUPPURATION, 

May  be  located  : — (1)  between  the  dura  mater 
and  the  .skull ;  (2)  in  the  arachnoid  space  :  (3)  on  the 
surface  of  the  brain,  beneath  the  arachnoid;  (4)  in 
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the  substance  of  the  brain  (cerebral  abscess).  It  has 
been  ah-eady  noted  that  pus  may  be  formed  as  a  con- 
sequence of  injury  separating  the  dura  mater.  Tliis 
is  quite  certain  to  be  the  case  if  the  bone  becomes 
necrosed.  Fracture  is  not  essential  for  its  occurrence. 
It  not  infrequently  happens  that  a  patient  recovers 
from  the  immediate  eifects  of  the  concussion,  and 
remains  free  from  any  marked  symptom  for  several 
days,  or  even  two  or  three  weeks;  and  that  then 
headache,  fever,  and  local  tenderness  and  swelling, 
point  to  the  probability  of  intracranial  suppuration. 

The  exact  situation  of  the  lesion  as  to  its  depth 
from  the  surface  cannot  be  determined  with  certainty 
by  the  symptoms  alone.  If,  at  the  bottom  of  a  scalp- 
wound  or  abscess,  the  bone  is  dead  and  bare,  the 
chances  are  that  there  is  pus  between  the  skull  and 
dura  mater,  with  or  witliout  more  deeply-seated  mis- 
chief. If  the  inner  table  has  preserved  its  vitality, 
there  may  still  be  suppuration  immediately  beneath 
It ;  or,  the  dura  mater  remaining  adherent,  localised 
or  diffuse  abscess  may  be  found  in  the  arachnoid 
cavity.  In  a  case  of  gun-shot  injury  to  the  skull, 
without  fracture,  I  found  a  few  drops  of  pus  external 
to  the  dura  mater,  and  a  collection  between  the 
parietal  and  visceral  layers  of  the  arachnoid  over  a 
surface  of  about  three  inches  in  diameter. 

Intraarachnoid  suppuration  is  either  local  or  c^ene- 
ral.  The  event  turns  mainly  on  the  intensity  and 
rapidity  of  the  inflammatory  process.    Where  these 

penpheryof  the  mflamed  area  are  united  by  plastic 
lymph  and  a  boundary  wall  is  thus  formed  which 
prevents  the  diffusion  of  the  pus.  Abscess  of  the 
brain,   he  result  of  injury,  is  sometimes  found  wit" 

the'  dJrifer"^^^""^^"^  - 

Purulent  effusion  between  the  bone  and  dura 
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mater  in  the  majority  of  cases  is  due  to  injury,  with 
or  witho-ut  fracture  or  necrosis.  When  syphilitic 
caries  attacks  the  inner  table  of  the  cranial  vault,  a 
certain  amount  of  pus  exudes  from  the  granulations, 
and  either  remains  locked-up  between  the  bone  and 
the  thickened  dura  mater,  or  escapes  through  a  crevice 
by  the  side  of  a  sequestrum. 

In  meningitis  from  disease  of  the  middle  ear  and 
petro-mastoid  cells,  the  dura  mater  is  generally  found 
in  a  sloughy  condition  ;  there  can,  however,  be  little 
doubt  but  that,  previously  to  its  perishing  in  this 
manner,  suppuration  to  a  limited  extent  occurs  be- 
neath it. 

Suppurative  aracltnitis  is  extremely  rare, 
except  as  a  consequence  of  inflammation  spreading 
from  the  bone  and  dura  mater ;  hence  a  careful  search 
should  always  be  made  for  some  local  injury  or 
disease,  such  as  cai'ies  of  the  middle  ear,  or  syphilitic 
caries.  Now  and  then  it  occurs  as  a  metastasis,  from 
bed-sore  or  other  form  of  pytemia,  but  the  liability  to 
septic  infection  of  the  arachnoid  is  much  less  than  is 
the  case  with  the  pericardium  or  pleura.  There  is 
sometimes  increased  secretion  in  the  arachnoid  as  a 
result  of  irritation  from  pia-meningitis  ;  but,  whilst 
the  fluid  may  lie  cloudy,  it  never  attains  the  purulent 
character,  as  it  does  in  inflammation  from  the  above- 
mentioned  causes. 

Although  the  pus  is  occasionally  confined  to  the 
region  of  some  local  centre  of  disease,  it  is  generally 
difl^used  through  the  whole  or  gi-eater  part  of  the 
cavity.  It  usually  escapes  in  some  quantity  on 
incising  the  dura  mater ;  and,  when  that  membrane  is 
removed,  the  brain  is  seen  to  be  covered  witli  a  thick 
layer  of  exudation,  creamy  or  yellowish-green  in 
colour. 

l*ia-iii<;niiigCJil  siippiiratioia  occurs  as  an 
idiopathic  disease  in  many  instances.    This  is  notably 
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tlie  case  in  veiy  young  children,  who  seem  to  be  pecu- 
liarly predisposed  to  it.  The  term  "idiopathic"  is 
used,  since  the  actual  cause  is  not  well  ascerfcained. 
There  appears  to  be  reason  for  the  belief  that  it  is 
occasionally  the  manifestation  of  the  action  of  the 
poison  of  an  acute  specific  fever.  Those  circum- 
stances that  combuae  to  produce  general  marasmus 
also  aid  in  its  causation. 

In  tubercular  meningitis  there  is  always  a  con- 
siderable amount  of  exudation  ;  this,  in  the  ventricle:; 
and  subarachnoid  space,  is  cloudy  and  serous,  and,  in 
the  meshes  of  the  pia  mater,  highly  fibrinous,  and 
sometimes  quite  purulent.  In  the  latter  situation  it 
appears  as  a  sulphur-like  layer  beneath  the  visceral 
arachnoid.  Tubercular  meningitis  is  most  marked  at 
the  base  of  the  brain,  idiopathic  at  the  vertex. 

Another  cause  of  pia-meningitis  is  abscess  in  the 
cerebral  cortex. 

Cerebral  abscess  is  found  as  the  sequel  of 
injury  to  the  skull.  It  also  follows  acute  and  chronic 
suppuration  in  the  middle  ear  and  mastoid  cells.  In 
pytemia  it  is  comparatively  rare.  The  symptoms 
depend  much  more  upon  the  locality  than  the  size  of 
the_  abscess.  I  have  known  the  anterior  lobe  of  the 
bram  to  be  in  great  measure  destroyed  without  there 
being  any  indication  of  such  an  extensive  lesion.  The 
situation  of  the  abscess  maybe  suggestive  of  its  cause 
Ihus,  tlie  cerebelkun  and  the  temporo-sphenoidal  lobe 
ot  the  cerebrum  are  the  usual  seats  of  the  suppuration 
set  up  by  spreading  of  the  inflammatory  process  from 
the  mastoid  cells  and  middle  ear.  As  a  rule,  traumatic 
abscess  forms  beneath  the  part  injured  by  a  blow. 

Ihe  contents  of  the  abscess  consist  of  exudative 
nia  er,al  and  the  debris  of  the  brain  substance,  to 

from  h7  ^^i'"^'^^  ""^^"""^  extravakted 
from  the  capillaries.  They  are  prone  to  deco^iposi- 
tion,  and  so  the  blood  pigment  is  rapidly  transformed 
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into  derivative  compounds,  and  tlie  pus  variously 
coloured — deep  yellow,  reddish-brown,  or  dirty  green. 

The  odour  is  often  very  offensive,  and  this,  too, 
where  there  has  been  no  communication  with  the 
external  air.  The  walls  are  composed  of  brain  tissue, 
infiltrated  with  inflammatory  products  and  blood  that 
has  escaped  from  rupture  of  degenerated  vessels.  On 
pouring  water  over  the  surface,  fine  flocculi  float  out 
from  the  disintegrating  tissues,  except  in  cases  of 
long  standing,  Avhere  there  is  a  kind  of  pyogenic 
membrane. 


CHAPTER  XXVIII. 

SUPPURATION  IN  THE  MASTOID  CELLS. 

By  far  the  most  common  cause  is  disease  of  the 
middle  ear,  but  it  may  arise  in  conuection  with 
strumous  or  syphilitic  caries  of  the  bone.  In  the 
former  case  there  is  generally  some  discharge  from  the 
external  auditory  meatus  through  a  perforation  in  the 
membrana  tympani.  The  process  may  develop  with 
great  rapidity,  or,  on  the  other  hand,  it  may  be 
exceedingly  slow.  Not  unfrequently  months  or  years 
elapse  from  the  onset  of  otitis  media  before  there  is 
any  external  evidence  of  implication  of  the  mastoid 
cells.  The  usual  signs  are  pain  and  tenderness  at  the 
back  of  the  ear,  followed  by  redness  and  swelling, 
headache,  and  other  cerebral  disturbance.  The  facial 
nerve  is  liable  to  irritation  and  compression  as  it  lies 
in  its  narrow  channel.  Tliis  will  be  e\inccd  by 
twitching  or  paralysis  of  the  muscles  of  the  face. 
Althougli  tlie  osseous  compartments  communicate 
with  one  anotlier,  the  pus  does  not  all  escape  at 
once  when  the  external  plate  of  bone  is  destroyed  by 
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ulceration  or  removed  by  operation,  for  soft  granulation 
tissue  blocks  more  or  less  the  openings  from  the  cells. 
Eree  discharge  by  way  of  the  tympanum  is  checked 
by  swelling  of  the  lining  membrane ;  and  thus,  from 
want  of  relief  of  the  inflammatory  tension,  there  is 
great  danger  of  the  disease  spreading  through  the 
thin  laminte  that  separate  the  mastoid  cells  from  the 
dura  mater,  and  setting  up  meningitis  and  cerebral 
abscess.  Thrombosis  of  the  lateral  sinus  is  a  common 
sequel. 

On  breaking  down  the  walls  of  the  cells  in  acute 
suppurative  ostitis,  pus  escapes  like  honey  from  the 
comb  ;  but  in  caries  the  softened  bone  contains  not 
only  pus,  but  a  quantity  of  granulation  tissue  and 
caseous  debris. 


CHAPTER  XXIX. 

PULSATION  OF  THE  EVE-BALL. 

Pulsation  of  the  eye-ball  is  accompanied  by  a 
certam  amount  of  prominence.  It  is  caused  by  (1) 
several  varieties  of  aneurism,  circumscribed,  diffuse, 
ruptured,  and  cirsoid  ;  (2)  very  vascular  sarcomatous 
growths  ;  and  (3)  rarely  by  pulsation  of  the  vessels  in 
exophthalmic  goitre. 

Circumscribed  aneurism  results  from  direct  wound 
of  _  the  ophthalmic  artery  or  one  of  its  branches,  or  it 
arises  spontaneously.  Cirsoid  aneurism  {q.  v.)  is  some- 
times produced  hy  blows,  or  concussion  of  the  skull 
tliough  this  cause  cannot  always  be  assigned  The 
morbid  process  is  probably  a  subacute  inflammatory 
thickening  and  softening  of  the  walls  of  the  arteries 
with  secondary  dilatation. 

sacculated  and  cirsoid  aneurism  there  is  usually 
marked  bruit,  and  there  may  be  distinct  thriU. 
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Prominence  of  the  Eye-ball,  Exophthalmos. 

The  causes  of  prominence  of  the  eye-ball  may 
be  tabulated  thus  :  (1)  Enlargements  of  the  globe : 
(a)  intraocular  tumours,  e.g.,  glioma  of  the  retina 
and  sarcoma  of  the  choroid  and  iris  ;  (b)  acute  glau- 
coma. (2)  Orbital  tumours :  (a)  vascular,  including 
aneurisms,  venous  nrevus,  and  dilatation  of  the  vessels 
in  exophthalmic  goitre  ;  (6)  solid  tumours.  These 
may  arise  in  the  orbit,  or  invade  it  from  other  parts, 
e.g.,  the  maxillary  antrum,  and  the  naso-pharynx  and 
contiguous  sinuses.  (3)  Orbital  cellulitis  and  abscess. 
(4)  Absorption  or  depression  of  the  orbital  plate  of 
the  frontal  bone  in  chi'onic  hydrocephalus.  (5)  Para- 
lysis of  the  ocular  muscles,  as  when  a  gumma  presses 
on  the  third  nerve.  (6)  Dilatation  of  the  frontal 
sinus  from  accumulated  secretion  or  chronic  abscess. 
(7)  Thrombosis  in  the  cavernous  sinus.  (8)  Hiemorr- 
hage  into  orbit,  e.g.  in  fi-acture  of  roof. 

Orbital  cellulitis  and  abscess  may  be  due  to  fracture, 
or  syphilitic  periostitis,  or  metastasis  in  pyfemia.  It 
occasionally  follows  suppurative  Lnllammatioii  of  the 
eyeball  in  rheumatic  or  traumatic  ophthalmitis. 

It  is  recognised  by  the  severe  throbbing  pain,  and 
redness  and  oedema  of  the  eyelids, 

The  continuous  pressure  of  the  cerebi'o-spinal  fluid 
in  chronic  hydrocephalus  induces  ati'ophy  of  the  orbital 
plate,  and  at  the  same  time  causes  depression  of  thebone. 
In  this  way  the  cavity  of  the  orbit  is  encroached  upon, 
and  the  contents  driven  forwards. 

The  straight  and  oblique  muscles  of  the  eye  by 
their  tonic  contraction  maintain  a  gentle  compression 
on  the  globe,  which  keeps  it  steadily  in  its  place. 
When  several  of  them  are  paralysed,  the  pressure  of 
the  blood-vessels  in  the  orbit,  no  longer  balanced  by 
the  usual  support  given  to  the  eye-ball,  causes  the 
latter  slightly  to  advanca 
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INFLAMMATION    OP  BONE. 

On  aocaunt  of  its  stability  bone  tissue  presents 
a  favourable  field  for  the  study  of  inflammation  and 
other  diseases. 

Dried  specimens  preserve  indefinitely  coarse  altera- 
tions in  form  and  structure ;  and  by  softening  and 
staining,  preparations  can  be  made  that  faithfully 
picture  the  more  minute  changes  in  nutritive  and 
formative  activity. 

Bone  consists  essentially  of  a  rigid  calcified  frame- 
work, passive,  but  none  the  less  important  in  the 
production  of  morbid  states  ;  and  of  soft  tissues 
modified  here  and  there  according  to  the  function  they 
are  called  upon  to  perform.  Taking  a  long  bone,  there 
IS  a  layer  of  cartilage  covering  the  articular  ends ;  a 
highly  vascular  periosteum  subserving  nutrition  and 
growth  ;  a  soft  medulla  accumulated  in  the  central 
canal,  continuous  with  that  which  forms  a  bed  for  the 
vessels,  m  the  open  network  of  the  cancellous  tissue 
and  the  narrow  channels  of  the  Haversian  canals  All 
tins  in  the  fcetal  state  is  red,  but  at  a  later  period  the 
cells  of  the  central  medulla  and  of  the  cancellous 
tissue  become  loaded  with  fat,  giving  these  structures 
a  yellow  appearance.  Then  there  is,  up  to  a  certain  age, 
LdThaft  '^"''"^"P'""^^*^^  ^^^-t^^ge  between  epiphysis 

It  may  be  noted  that  the  marrow  of  certain  bo-nes 
{e.g  vertebrae,  sternum,  and  ribs)  retains  more  or  less 
Its  tcetal  condition  throughout  life.  For  the  main  part 
he  red  medu  la  consists  of  embryonic  cells,  in  which 
are  imbedded  huge  multinucleated  corpuscles  and 
dehcate-walled  blood-vessels.  pui=t,ies  ana 
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The  relative  porosity  of  different  parts  of  the  same 
bone  will  to  a  g'reat  extent  determine  the  issue  of 
inflammatory  and  other  processes;  thus,  in  the  open 
fretwork  of  the  cancellous  tissue,  passive  congestions, 
chroioic  exudations,  caseation,  and  absorption  of  the 
osseous  lamellfe  (the  sum  total  of  which  is  caries), 
find  a  more  suitable  nidus  than  in  the  compact  bone, 
whose  channels  are  so  small  that  the  blood-vessels 
readily  become  compressed,  with  consequent  immediate 
death  of  the  part  (necrosis). 

Causes. — Ostitis  may  be  caused  by  traumatism, 
or  by  some  morbid  material  in  the  blood  irritating  the 
medullary  constituent  of  bones,  e.g.,  of  syphilis,  the 
acute  specific  fevers,  pj^semia,  and  rheumatism.  In 
struma  the  carious  process  often  follows  some  slight 
injury,  though  frequently  no  local  origin  can  be 
assigned,  and  when  it  can  the  destructive  changes  are 
out  of  proportion  to  the  intensity  of  the  irritation. 

Then  there  are  the  so-called  idiopathic  inflamma- 
tions that  are  attributed  to  exposure  to  wet  and  cold, 
or  some  more  obscure  source  ;  the  real  cause  being  pro- 
bably what  we  term  a  predisposition,  i.e.,  some  diseased 
state  of  the  blood,  or  bone,  or  both,  sufhcing  to  start 
the  inflammation,  but  recognised  only  by  its  results. ^ 

Terminations. — Ostitis  may  terminate  (1)  in 
molar  death,  or  necrosis  ;  (2)  molecular  deatli,  or 
caries  ;  •  (3)  sclerosis,  or  condensation.  The  same 
specimen  often  shows  all  three  ;  e.g.,  the  lower  end  of 
the  femur  in  strumous  arthritis,  where  the  articuhar 
surface,  denuded  of  its  cartilage,  looks  worui-eaten,  and 
the  cancellous  structure  of  the  epiphysis  appears 
rarefied  from  absorption  by  granulation  tissue,  wliilst 
occupying  a  cavity  in  the  interior  may  be  seen  a 
sequestrum,  and  on  the  surface  numerous  stalactitic 
deposits  of  new  bone.  As  to  which  shall  predominate, 
one  has  to  look  (1)  to  the  intensity  of  the  inflammation; 
(2)  to  the  cause,  whether  it  be  local  or  general ;  (3)  to 
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the  density  of  the  bone.  The  exudation  may  be  so 
excessive  as  to  lead  to  an  acute  interruption  in 
nutrition  by  strangulation  of  the  vessels,  and  this  will 
occur  the  more  readily  if  the  spaces  that  contain  the 
latter  are  small,  as  in  the  Haversian  canals  of  com- 
pact bone;  hence  the  frequency  of  necrosis  from  sup- 
purative inflammation  of  the  shafts  of  long  bones. 

Constitutional  states  are  a  frequent  cause  of  necrosis, 
as  seen  in  the  rapidly  destructive  inflammation  of  the 
growing  part  of  bone  in  children,  and  in  the  more 
chronic  lesions  of  syphilis  and  scrofula ;  but  the  part 
that  they  play  in  the  history  of  caries  is  all  important, 
for  the  same  conditions  that  favour  the  onset  act  also 
against  the  possibility  of  repair  ;  if  the  vitality  of  the 
tissues  is  so  low  as  to  be  unable  to  meet  the  physio- 
logical calls  for  maintenance  and  repair,  how  can  it  be 
expected  to  be  equal  to  the  extra  task  of  re-construction 
after  the  ravages  of  disease  % 

Cceteris  paribus,  the  same  cause  (e.g.,  syphilis), 
varying  in  intensity  at  different  times,  will  lead  to 
corresponding  results;  thus,  an  ossifying  node  of  the 
tibia,  caries  of  the  skull,  and  necrosis  of  the  nasal 
bones,  may  form  a  natural  sequence  in  the  same 
subject,  or  each  may  be  found  alone. 

Again,  the  outcome  of  one  source  of  irritation  may 
in  its  turn  create  another,  as  when  a  sequestrum  sets 
up  a  formative  ostitis,  or  caries  entails  necrosis,  or 
necrosis,  caries. 


CHAPTER  XXXI. 

RAREFYING    OSTITIS — CARIES. 

Next  to  necrosis  in  order  of  severity  is  that  form 
of  destruction  of  bone  commonly  known  as  "  caries  " 
"molecular  death,"  or  "ulceration,"  in  which  the 
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earthy  and  animal  constituents  are  slowly  disintegrated 
and  removed.  This  is  eiffected  by  the  absorbent  action 
of  granulation  tissue. 

The  word  "caries"  usually  implies  something 
more^  than  mere  inflammatory  softening  and  porosis  ; 
it  raises  the  question  of  caseation  and  chronic  sup- 
puration, with  their  local  and  general  consequences.  If 
the  terms  caries  and  rarefying  ostitis  are  considered  as 
synonymous,  several  forms  of  inflammatory  rarefaction 
of  bone  (simple,  scrofulous,  tubercular,  and  syphilitic) 
more  or  less  distinct  in  their  origin,  course,  and  ter- 
mination, are  included  in  the  same  category.  It 
would  be  well  to  discard  the  Avord  "  caries  "  alto- 
gether, and  to  describe  separately  each  variety  of 
rarefying  ostitis. 

Cornil  and  Ranvier  maintain  that  rarefying  ostitis 
is  only  a  stage  of  caries,  and  secondary  to  a  charac- 
teristic lesion,  viz.,  "  a  fatty  change  destructive  of 
,  the  cells  contained  in  the  lacunfe." 

They  recognise  two  distinct  periods  in  caries  ;  "  in 
the  first  the  bone  cells  undergo  fatty  degeneration 
without  there  being  previously  the  least  sign  of  in- 
flammation ;  in  the  second,  tlie  osseous  trabecule, 
killed  by  the  death  of  their  cellular  elements,  form  so 
many  foreign  bodies  which  determine  suppurative 
inflammation  around  themselves." 

But  they  do  not  assign  any  reason  for  the  primary 
degeneration  of  the  bone  corpuscles,  nor  ex[)lain  why 
their  death  should  kill  the  osseous  trabecule.  It 
is  not  usual  for  fatty  degeneration  to  set  up  in- 
flammation, it  is  more  often  tJic  result  of  it ; 
and  I  am  inclined  to  believe  that  the  degeneration 
of  the  bone  corpuscles  is  the  consequence  of  tlieir 
death,  and  that  this  depends  on  precedent  inflam- 
mation. 

The  heart,  arteries,  and  cornea,  wlicn  far  advanced 
in  fiitty  decay  do  not  become  inllainod 
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Simple  rarefying  ostitis,  or  caries.— Wlien 
a  bone  is  injured  the  blood-vessels  dilate,  and  there  is 
exudation  of  liquor  sanguinis  and  leucocytes.  Here 
the  process  may  end,  the  simple  ostitis  subsiding,  and 
the  bone  returning  to  its  normal  condition. 

If  the  irritation  is  more  intense,  as  in  the  case  of 
fracture,  or  if  it  is  more  prolonged,  as  when  a  seques- 
trum is  imprisoned,  the  inflammation  becomes  chronic 
and  the  exudation  continuous. 

The  vessels,  from  their  elongation,  can  only  be 
accommodated  within  the  rigid  walls  of  the  Haversian 
canals  by  forming  loops,  or  curves.  Around  these 
curves  migratory  cells  accumulate,  giving  rise  to  the 
first  appearance  of  granulations  or  buds  of  embryonic 
tissue,  which  enlarge  and  destroy  the  bone.  Hence, 
instead  of  an  even  absorption,  the  osseous  trabecul^ 
are  excavated  here  and  there  in  a  festooned  manner. 

The  crypts  or  recesses  containing  osteoclasts  are 
called  Howship's  lacunae. 

It  is  supposed  by  some  that  the  bone  corpuscles 
take  an  active  part  in  the  process,  dividing  and  sub- 
dividmg;  but  most  pathologists  agree  that  the  in- 
different gi-anulation-cells  (osteoclasts)  are  merely 
leucocytes  that  have  wandered  from  the  blood-vessels  • 
and  that  the  stellate  bone-corpuscles  show  little  or  no 
sign  of  formative  activity  ;  that,  in  fact,  they  under-o 
retrograde  changes,  as  mtiy  easily  be  seen  where  opened 
lacunte  are  setting  free  their  degenerated  contents 

1  here  may  or  may  not  be  suppuration  and  purulent 
discharge;  the  event  depends  mainly  upon  the  intensity 
or  tlie  irritation. 

A  spongy  bone  may  be  honeycombed  by  abson.tion 
so  that  it  can  be  divided  with  a  knife,  Ld  yet  n  I 
a  drop  of  pus  be  formed  ;  in  fact,  the  shdl  of  compact 
bone  may  contain  little  but  granulation  tissue.  ^ 

Ihis  is  what  Billroth  terms  caries  fungosa  or 
canes  non-suppurativa.     Such  a  case,  whether  ]t  be 
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started  by  injury  or  arise  spontaneously,  shows  that 
the  granulation  tissue  has  sufficient  vitality  to  sur- 
vive, and  that,  instead  of  undergoing  liquefaction 
or  caseation,  it  may  at  any  time  (the  inflamma- 
tion subsiding)  organise  and  ossify  until  the  de- 
posit of  new  bone  exceeds  in  density  the  oi'iginal 
structure. 

The  rarefying  ostitis  has  passed  insensibly  into  a 
sclerosing  or  condensing  ostitis. 

Strumous    rarefying     ostitis  (striimoiis 

caries). — This  difFei-s  from  simple  traumatic  rarefying 


Fie-.  2*!.— TJarefyin-  Fnnsrous  Ostitis,  from  a  case  of  Strumous  D.aotylit.is. 
"  The  iiiflammatiou  wiis  very  cliroiiic.    Tlierc  is  no  caseation,  but 
liere  and  tlierc  an  attomi)t  a,t  organisation. 

that  liiis  iiorforntcd  the  ns.xi'oiis  hiiiicihu;  l)UH)d-\ essul.  llu;  bone  loi 
pusck'S  fliow  no  signs  of  si'gnu'utation. 

ostitis,  in  that  it  arises  from  a  constitutional  cause 
alone,  or  from  local  irritation  too  slight  to  act  up 
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destructive  inflammation  in  a  healthy  subject.  More- 
over, it  rarely  begins  in  compact  bone. 

The  most  common  situations  are  the  tarsus  and 
carpus,  the  vertebriB  and  the  cancellous  ends  of  the 
long  bones.  The  sternum,  ribs,  and  petromastoid  bone 
are  also  frequently  affected. 

Some  cases  are  so  slight  that  the  disease  runs  its 
course  without  suppuration  or  caseation  (Fig.  26).  The 
granulation  tissue  which  fills  the  Haversian  canals, 
and  medullary  spaces,  and  eats  out  the  bony  trabeculte, 
is  exuberant,  semi-gelatinous,  and  firm,  and  as  the 
inflammation  subsides  it  oi-ganises  into  connective 
tissue  and  bone.  This  is  caries  fungosa  (fungating 
ostitis). 

But  far  oftener  the  exudation  is  purulent,  and 
the  granulation  tissue  breaks  down ;  and  the  pus  and 
debris  collect  in  an  abscess  cavity  in  the  interior  of 
the  bone.  The  walls  of  the  abscess  are  composed  of 
inflamed  disintegrating  bone,  and  are  lined  with 
caseous  pus. 

The  abscesses  may  remain  closed  indefinitely,  but, 
as  a  rule,  they  open  into  a  contiguous  joint,  or  ex- 
ternally. This  is  one  way  in  which  white  swelling,  or 
strumous  arthritis,  commences. 

Now  and  then  the  granulation  tissue  undergoes 
fatty  degeneration  and  caseation  without  suppuration. 

The  disease  may  be  divided  into  three  sta<^es : 
(1)  that  of  congestion;  the  bone  is  of  a  deep ''red 
or  violet  hue,  giving  one  the  idea  of  extravasation. 
Ihis  stands  m  marked  contrast  with  the  surroundin"- 
jmikish-yellow  colour  of  the  healthy  medulla;  (2)  the 
growth  of  soft  vascular  granulation  tissue;  (3)  de- 
generation and  softening  of  the  neoplasia,  purulent 
exudation,  and  absorption  of  the  osseous  trabecule. 

ihe  bone  corpuscles  wither  and  break  up  into  fat 
molecules  The  fat  cells  are  destroyed.  Caseation 
ot  the  inflammatory  products  results  from  an  inherent 
p — 2 
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low  vitality,  and  strangulation  and  tlirombosis  of 
the  vessels.  When  the  disease  is  very  rapid,  the 
cancellous  spaces  and  Haversian  canals  are  filled  with 
pus. 

The  bone  may  be  absorbed  in  such  a  manner  that 
a  portion  is  isolated  from  the  rest  by  a  zone  of  granu- 
lation tissue ;  then  it  usvially  dies  (caries  necrotica), 
but  it  may  retain  its  vascular  connection,  and  survive 
as  a  "  living  sequestrum." 

A  section  through  a  carious  bone  {e.g.,  the  head 
of  the  tibia)  often  shows  the  various  stages  of  the 
morbid  process ;  simple  congestion  at  the  periphery  ; 
next  to  this,  a  tract  of  softened  bone  infiltrated  with 
a  pinkish-grey  soft  gelatinous  mateiial  ;  and  then 
a  pultaceous  collection  of  pus  and  caseous  debris, 
and  in  its  midst  a  sequestrum. 

In  central  caries  the  surface  of  the  bone  ^'aries ; 
it  may  be  simply  thickened  from  deposit  of  new  bone, 
or  it  may  be  worm-eaten  for  some  distance,  from 
extension  of  the  i-arefying  ostitis ;  but  even  then 
osteophytes  are  thrown  out  at  the  borders. 

Supei-acial  rarefyiaig:  ostitis,  or  caries,  is 
due  to  the  same  causes  as  the  central  variety,  but  it 
more  often  follows  injury.  The  periosteum  and 
superficial  part  of  the  bone  are  attacked  at  the  same 
time.  The  subperiosteal  medulla  is  converted  into  a 
red  pulp,  which  extends  into  the  Haversian  canals  of 
the  compact  bone.  The  osseous  trabecuhe  are  thinned, 
so  that  a  probe  can  be  dri^•en  through  them.  The 
further  progress  of  the  case  depends  upon  the  intensity 
of  the  initial  irritation,  and  tlie  state  of  health  of  the 
patient.  It  may  ]-)ass  at  once  into  sclerosing  re])ara- 
tive  ostitis,  or  proceed  to  suppuration  and  caseation. 
When  a  periosteal  abscess  is  opened,  the  bone  beneatli, 
unless  necrosed,  is  found  to  be  more  or  less  porous. 
But  most  cases  of  superlicial  caries  are  mild  from 
the  first,  for  acute  exudation  strangidates  the  vessels 
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in  the  narrow  PTaversiaii  canals  of  compact  bone,  so 
that  it  dies. 

Superficial  caries  from  injury  may  occur  in  any 
bone.  When  of  strumous  origin  it  is  found  in  tlie 
same  situations  as  central  caries.  It  is  not  uncommon 
in  the  malar  bone,  about  the  lachrymal  sac,  and  in 
the  mastoid  process.  Syphilitic  caries  has  a  sj)ecial 
proclivity  for  the  cranial  vault,  a  place  where  stru- 
mous caries  is  rarely  seen. 

IVatm-e  of  tSae  diseltargc  iis  caries.— In 
strumous  caries  it  is  seropurulent,  or  curdy.  The 
liquor  puris  holds  in  sus-pemion  caseous  flakes,  pus 
cells,  granular  debris,  and  crumbs  of  necrosed  bone 
set  free  by  the  melting  down  of  the  granulation  tissue  ; 
in  sohUion,  lactic  acid,  and  the  usual  alkaline,  earthy, 
and  organic  constituents.  There  is  an  excess  of 
lime  salts. 

Tubercle  of  bone — Some  authors  consider  all 
the  products  of  strumous  caries  as  tubercle ;  but 
reference  is  here  made  to  miliary  granulations  in 
bone  J  small,  hard  nodules,  composed  of  groups  of 
oells,_  set  in  a  granular,  homogeneous,  or  tibrillated 
niatrix._  The  vessels  of  the  medullary  s])aces  and 
Haversian  canals  are  obliterated  by  the  growth,  which 
IS  extravascular.  This  takes  place  before  the  neoplasia 
has  time  to  absorb  the  bone,  hence  those  portions  em- 
bedded m  the  tubercles  do  not  appear  notched,  as  in 
rarefying  ostitis. 

^  ^  There  are  two  forms,  discreie  and  confimnt.  The 
mtter  IS  the  result  of  the  fusion  of  isolated  tubercles. 
Ihe  tubercles  together  with  the  products  of  rarefyin-r 

7rlTJZ    ^     '"'1  "'"^"^"S"  degeneration,  and 

are  lost  to  sight  m  the  caseous  debris;  but  the  true 
na  ure  of   the  case  is  shown  by  the  existence  oi 

The  vertebne,  sternum,  and    the  bones  of  th 
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carpus  and  tarsus  are  the  most  likely  situations.  It  is 
said  the  cranial  bones  are  not  aflected. 

The  deposits  form  part  of  a  general  tuberculosis, 
or  they  result  from  local  infection  by  the  caseous 


Fig.  27  (one-half  natural  size).— Caries  of  the  Vertebrfe,  with 
Angular  Curvature  ot  the  Spine. 

a  Body  of  VPrto1)ra,  eroded  .ind  rarcllcd  lij- graiuiliilion  tissue;  6,  liodios  of  two 
'  vertebra)  in  wliic.li  sclerosiii!,'  ostitis  has  succeeded  to  carious  rarefaction  : 
c,  neural  arclieu  ancliylosed.  Many  interverteliral  discs  liave  been  reiuovod 
liy  absorption,  and  tbe  bodies  of  tlie  corresixniding  vertebnu  fused  together. 

products  of  strumous  ostitis  (caries  atonica).  They 
are  thus  at  once  the  cause  and  consequence  of  rare- 
fying ostitis. 

Cari«;s  of  tlic  spine. — Pott's  disease  is  usually 
of  strumous  origin.    It  is  often  started  by  a  blow  or 
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strain.  It  is  essentially  a  rarefying  ostitis  of  the 
cancellous  tissue  of  the  vertebrse.  It  3'arely  begins 
in  the  intervertebral  discs.  Whilst  the  bodies  of  the 
vertebrae  are  being  absorbed,  an  osteoplastic  ostitis  is 
taking  place  about  the  neural  arches.  This  is  a  con- 
servative process,  for  it  jjrevents  sudden  dislocation, 
and  so  saves  the  spinal  cord  from  being  crushed. 

As  the  disease  is  more  extensive  at  the  anterior 
parts  of  the  bodies,  the  excavated  bones  fall  together, 
hence  the  prominent  spines  and  curvature. 

Appearance  of  the  bones. — Compare  them 
with  the  regular,  cii-cumscribed  excavations  from  the 
pressure  of  an  aneurism  (Fig.  3),  or  an  encajjsuled 
tumour,  and  with  a  spine  eaten  into  by  an  infiltrating 
sarcoma.  A  caiious  spine  in  the  fresh  state  is  quite 
soft,  so  that  a  probe  can  be  driven  into  it.  The 
enlarged  medullary  spaces  are  filled  with  a  confused 
mass  of  granulation  tissue,  caseous  matter,  and  pus. 
In  a  dried  unmacerated  specimen  the  desiccated  debris 
lying  in  the  ragged  hollows  looks  like  half-set  mortar. 
By  maceration  all  this  is  removed,  and  then  the  open 
fretwork  of  rarefied  bone  gives  a  rough  representation 
of  the  festooned  outline  of  microscopical  fragments 
(Fig.  27).  Caseous  matter  on  the  surface  of  the  ver- 
tebrte,  the  result  of  disease,  may  be  mistaken  for 
adipocere,  derived  from  incomplete  maceration. 

Then,  again,  there  may  be  an  abscess  by  the  side 
of  the  spine. 

In  sarcoma  the  bone  is  healthy  close  up  to  the 
margin  of  the  giwth  ;  and  there  are  no  firm  caseous 
patclies  in  the  interstices  of  the  cancellous  tissue. 

Fixity  of  tlie  spine — The  rigidity  during  life 
is  due  (ft)  to  loss  of  the  elastic  discs,  (6)  anchylosis,  and 
(c)  reflex  spastic  contraction  of  the  spinal  muscles. 

State  of  the  spinal  cord — The  cord  usually 
escapes  even  when  the  disease  of  the  bones  is  f\ir 
advanced.    It  may  be  compressed  by  the  displaced 
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vertebras;  or  the  inflammation  may  spread  to  the 
membranes  and  set  up  a  localised  sclerosis  of  tlie  cord; 
or  serous  effusion  into  the  theca  may  compress  the 
cord.  As  the  motor  columns  lie  near  the  bodies  of 
the  vertebras,  paralysis  of  motion  comes  on  earlier,-  is 
more  marked,  and  often  occurs  without  paralysis  o| 
sensation. 

The  cm-vatHrc  of  tlie  $s>ii!Ec  (kyphosis)  is 
angular,  for  the  disease  is  mostly  confined  to  a  few 
vertebrte.  In  rickets  and  chronic  rheumatic  disease 
(spondylitis  deformans),  the  curves  are  uniform. 

8|>inai  abscesses  (retropharyngeal,  mediastinal, 
psoas,  lumbar,  etc.)  are  often  very  large.  They 
may  dry  up,  leaving  a  cheesy  residuum.  At  a  later 
period  suppuration  may  start  afresh  at  the  seat  of  tlie 
previous  disease — residual  abscess.  (  Fic/e  Chronic 
abscess.)  * 

Process  of  cure.— As  the  disease  subsides 
■  osteoplastic  ostitis  succeeds  the  caries,  and  in  the  end 
the  eroded  vertebrte  are  fused  into  a  mass  of  bone 
much  denser  than  the  original  cancellous  tissue.  Less 
commonly  bars  are  seen  to  bridge  over  the  hollows 
caused  by  absorption,  Avhich  are  not  entirely  filled  in. 

It  differs  fi'om  united  fracture  of  tlie  bodies  of 
vertebrae,  for  Avhilst  in  caries  the  intervertebral  discs 
are  to  a  great  extent  destroyed,  in  fracture  they 
remain  quite  healthy  close  up  to  the  circumscribed 
compact  ossified  callus. 

§31>liilitic  caries  anrt  necrosis. — Svphilitic 
caries  affects  principally  the  tibia,  cranium,  nasal 
bones,  palatine  arch,  aud  sternum.  It  begins  as  a 
jieriostitis  and  superficial  ostitis,  or  as  a  gummatous 
tumoiu'  in  the  substance  of  the  bone.  The  osseous 
trabecula)  are  absorbed  in  the  same  maimer  as  in 
simple  rarefying  ostitis.  In  the  cranial  vault  there 
are  frequently  a  number  of  these  deposits,  which  are 
slowly  absorbed  cither  spontaneously  or  as  the  result 
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of  treatment.  The  loss  of  substance  is  not  made 
good,  so  that  permanent  depressions  are  left  in  the 
outer  table,  and  these  are  increased  in  depth  by  the 
•heaping  up  of 
new  bone  around 
them.  But  there 
is  a  more  formid- 
able form,  in 
which  the  caiies 
spreads  over  a 
wide  surface,  and 
gives  it  a  pecu- 
liar, Avorm-eaten 
appearance.  Like 
the  nodular  form 
of  the  disease,  it 
may  occin-  with 
or  without  sup- 
puration, it 
sometimes  ex- 
tends throusrh  the 
entire  thickness 
of  the  bone,  so 
that  tlie  inner 
plate  is  as  irregu- 
lar as  the  outer. 

When  the  inflammation  is  more  intense  the  vessels 
are  obliterated  to  such  an  extent  that  the  aflfected 
portion  dies.  Fig.  28  shows  a  carious  sequestrum. 
It  is  surrounded  by  a  narrow  trench,  which  in  the 
recent  state  was  filled  with  granulation  tissue. 
According  to  Virchow  these  sequestra  are  invari- 
ably the  consequence  of  acute  strangulation  of  the 
vessels.  Cornil  and  Eanvier  maintain  that  they 
.sometimes  result  from  an  excessive  interstitifil  de- 
posit of  new  bone,  which  goes  on  until  the 
Haversian   canals  are  completely  filled.      It  seems 


Fig.  28. — Syphilitic  Disease  of  the  Craninni. 

a,  0.«sifled  node  ;  6,  scqiu'strnin  ;  r,  carious  siirfnce 
i)f  sciiiicstrimi ;  d,ai)crturL'S  fdi  nu'd  by  ck  tacliiucnt 
of  sequestra. 
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strange  that  an  osteoplastic  ostitis  should  entail 
necrosis. 

Total  necrosis  of  the  diaphysis  of  a  bone  as  the 
result  of  syphilis  is  very  rare.  Kg.  33  represents 
two  tibiaj  from  the  same  leg.  The  original  shaft  (a) 
separated  spontaneously  after  necrosis.  It  was  re- 
placed by  a  new  one.  (b)  The  patient,  a  woman  (st. 
22,  died  from  acute  yellow  atrophy  of  the  liver  ten 
years  later. 

Necrosis  contrasted  with  caries  1.  The 

fart  affected. — Caries  is  more  common  in  cancellous 
tissue^  necrosis  in  compact.  The  blood-vessels  are 
better  supported  in  compact  bone,  and  so  less  liable 
to  passive  congestion ;  but  from  the  nari'owness  of  the 
canals  they  are  quickly  strangulated  by  the  pressure 
of  the  exudation,  and  so  the  bone  is  rapidly  and 
completely  deprived  of  its  vitality.  In  cancellous 
bone  there  is  room  for  dilatation  and  exudation, 
without  their  causing  a  sudden  stasis  in  the  vessels. 
Moi  "eover,  as  the  inflammation  is  less  intense,  more 
time  is  given  for  the  enlargement  of  the  vascular 
channels  by  absorption  of  the  bone. 

2.  Result  of  probing. — In  necrosis  the  probe  is 
suddenly  arrested  by  striking  against  hard  bone,  and 
without  giving  rise  to  pain ;  whereas  in  caries  it  can 
be  felt  to  pass  through  soft  inflamed  bone,  and  this  is 
quite  sensitive. 

3.  Nature  of  the  discharge. — In  necrosis  the  dis- 
charge is  mostly  purulent ;  in  caries  it  is  more  watery 
or  serous,  and  contains  a  greater  amount  of  lactic  acid. 

4.  Granrdations  along  the  sinus  and  at  its  orifice. 
— In  necrosis  they  are  comparatively  healthy,  often 
fungous  and  florid.  In  caries  they  are  small  :  or  large, 
pale,  and  ccdematous.  But  they  are  subject  to  so  much 
variation  that  little  reliance  can  be  placed  upon  their 
evidence. 

5.  Cause. — The  more  acute  the  cause,  whether  it  be 
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a  local  injury,  or  constitutional  state  such  as  an  acute 
specific  fever,  the  more  likely  is  the  inflammation  to 
end  in  necrosis.  In  scrofula  caries  is  more  common 
than  necrosis. 

In  syphilis  both  necrosis  and  caries  are  frequent. 


CHAPTER  XXXII. 

OSTEOPLASTIC  OR  FORMATIVE  OSTITIS  AND  PERIOSTITIS. 

It  has  been  shown  that  inflammation  of  bone, 
according  to  its  severity,  leads  to  necrosis,  rarefaction, 
or  new  formation,  and  that  these  results  may  be  seen 
side  by  side  in  the  same  specimen. 

The  ossific  deposit  is  either  superficial  or  interstitial 
(internal). 

From  the  intimate  connection  between  the  perios- 
teum and  adjacent  bone,  it  is  impossible  for  one  to  be 
affected  without  the  other  being  involved  sooner  or 
later.  It  is  true  the  morbid  process  may  go  on  in  the 
periosteum  for  some  time  without  appreciable  alteration 
in  the  bone. 

Acute  inflammation  ends  in  resolution,  .suppura- 
tion, necrosis,  or  it  becomes  chronic ;  chronic  leads  to 
caseation,  cold  abscess,  caries,  or  the  formation  of 
osteophytes  alone. 

Chronic  osteoplastic  ostitis  ain<l  periostitis 
occurs  under  many  conditions.  It  may  indicate  a  deep- 
seated  destructive  inflammation,  as  central  caries  -  or 
arise  from  injury,  or  the  irritation  of  a  chronic 
ulcer,  or  some  constitutional  state  sucli  as  syphilis, 
rheumatism,  etc.  "^^  ' 

Anatomical  changes—The  periosteum  is  at 
hrst  succulent  and  thicker  and  redder  than  natural. 
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The  fibrous  and  medullary  layers  lose  tlieii'  distinctive 
outline.  The  whole  is  intiltrated  with  exudation  cells, 
and  can  be  easily  separated  from  the  bone. 

The  connective  tissue  around  the  blood-vessels  in 
the  Haversian  canals  of  the  compact  bone  is  increased 
in  like  manner.  It  is  probable  that  in  most  cases 
rarefaction  of  the  bone  takes  place  to  a  slight  extent. 
As  organisation  advances  the  periosteum  acquires  a 
greater  density,  it  has  fewer  cells,  and  these  are  more 
elongated.  Lime  salts  are  deposited  around  the 
vessels  as  they  pass  from  the  bone  to  the  periosteum, 
and  the  embryonic  cells  are  im]irisoned  in  the  mati'ix 
as  bone  corpuscles.  The  new  osseous  trabeculse  stand 
at  right  angles  to  the  surface  of  the  old  bone.  Whilst 
there  is  continuity  of  structure  between  the  osteophytes 
and  subjacent  bone,  the  former  can  be  easily  detached 
at  this  early  period. 

The  new  bone  is  at  the  first  quite  porous,  and  it 
may  remain  so ;  but  in  some  cases  the  deposit  does  not 
cease  until  it  is  as  dense  as  ivory. 

Varieties  of  osteoplij^es. — 1.  In  an  unreduced 
dislocation  a  false  joint  is  constructed,  and  to  give 
seciirity  to  this  new  bone  is  deposited  where  the 
pressure  is  intermittent,  i.e.,  where  it  is  exerted  only 
in  certain  positions  of  the  more  movable  bone.  Thus, 
in  subspinous  dislocation  of  the  shoulder  the  buttress 
of  support  is  situated  on  the  dorsum  of  the  scapula. 
Here  it  is  seen  as  an  isolated  compact  mass,  lookuig 
as  though  it  had  been  soldered  on  to  the  healthy 
surface  °from  which  it  springs,  there  being  no  sign 
of  caries  or  necrosis.  Such  an  osteophyte  is  coarsely 
furrowed  and  convex  on  one  side,  somewhat  smootli 
and  concave  on  the  other.  Its  isolation  at  once  dis- 
tinguishes it  from  the  osteophytes  of  chronic  rheumatic 
arthritis,  which  at  Hrst  sight  it  resembles. 

2  rn  chronic  rheumatic  arthritis  each  bone  entering 
into  the  formation  of  a  joint  has  rounded  outgrowths 
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Osteophytes. 


about  the  whole  articular  margin.  They  appear  as  if 
they  had  once  been  in  a  softer  condition,  and  liad 
become  gradually  solidified,  for  they  droop  like  melted 
tallow  or  wax  that  has  congealed  on  cooling.  Tliey 
really  grow  in  great  measure  from  cartilage.  The 
articular  surfaces  are  eburnated  from  the  same 
sclerosing  ostitis  (Pig.  38). 

3.  In  Btrumous  arthritis  and  caries  the  extent  of 
bony  deposit  fluctuates  widely  in  different  prepara- 
tions ;  it  may  amount  to 
a  mere  roughening  of  the 
surface,  or  form  closely- 
packed  hard  craggy 
masses,  that  bear  tlie 
same  contrast  to  the  osteo- 
phytes of  dry  arthritis 
as  do  stalactitic  rocks  to 
water  -  beaten  boulders. 
The  articular  surface  is 
usually  porous  from 
caries  (Fig.  36). 

4.  In  chronic  idcers 
of  the  soft-  parts,  lyhig 
near  to  a  bone  [e.g.,  vari- 
cose ulcer  of  the  leg), 
the  deposit,  from  irrita- 
tion of  the  periosteum, 
forms  a  flattish  mass, 
which  generally  has  a 
very  defined  margin.  The 
surface  is  porous,  but 
fairly  uniform. 

In  rlch'U,  when 
the  curvature  of  a  long 
bone  is  very  decided,  the 

rowutnt't  """P"?  I'^--^  ^"^"^  --™I-ct  bone 
tluowu  out  to  support  the  arch  (Fig.  12). 


Fig.  29.— Acicular  Outgrowths  of 
iione  m  the  Base  of  a  Sub- 
penosteal  Sarcoma  sprinpiuo-  from 
the  Epiphysis  of  a  Long  Done. 
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6.  In  ossifying  peripheral  sarcomas  of  hone,  the 
new  bone  radiates  from  the  surface  of  attachment  in 
the  shape  of  long  delicate  needle  or  spray-like  pro- 
cesses, that  bear  the  impress  of  a  centrifugal  groNvth 
so  characteristic  of  these  tumours.  They  are,  in  fact, 
casts  of  the  intervascular  spaces  (Fig.  29). 

7.  Bony  tumours.     {Vide  Osteomata.) 

8.  In  locomotor  ataxia.     {Vide  Trophic  lesions.) 
Nodes. — A  node   is   a   localised  inflammatoiy 

thickening  of  bone.  At  first  it  consists  merely  of  a 
soft  vascular  swelling  of  the  periosteum  and  surrounding 
tissues.  This  may  disapjjear,  or  break  down  and 
ulcerate,  or  ossify.  It  is  very  tender  on  pressure,  and 
usually  gives  rise  to  tensive  aching  pain  {vide  Pam), 
especially  at  night,  when  increased  warmth  causes  a 
fluxion  to  the  part,  and  the  patient's  attention  is 
concentrated  more  upon  himself. 

Varieties  of  nodes. — Nodes  are  classified  as 
to  their  anatomical  condition,  ossified,  carious,  etc. ; 
or  as  to  their  cause.  The  latter  basis  is  here  em- 
ployed. 

(1)  Simple  nodes  are  due  to  injury,  and  hence  they 
are  most  common  in  the  bones  that  are  least  pro- 
tected, e.g.,  the  tibia. 

(2)  Syphilitic  nodes  are  met  Avith  both  in  acquired 
and  congenital  syphilis.  In  the  acquired  form  they 
may  be  located  on  any  of  the  bones,  but  the  seats  of 
election  are  the  tibias,  cranium,  clavicles,  and  ulnfe. 
As  a  rule,  they  ossify  ;  but,  if  left  untreated,  they 
frequently  break  down.  They  belong  to  the  tertiary 
stage  of  syjjhilis,  and  are  really  srumiuata. 

They  are  simulated  by  erythema  nodosum  ;  but 
the  latter  disease  allects  younger  people,  generally 
females  ;  it  is  more  transient ;  tlio  part  is  movable 
over  the  bone;  and  it  never  suppurates.  (For  de- 
scription of  congenital  sypliilitic  nodes,  vide  Osseous 
lesions  of  congenital  sypljilis.) 
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(3)  RlLeumatic  nodes  may  be  attached  to  tlie  bones, 
but  more  frequently  they  are  simply  fibrous  thicken- 
ings of  fascijB. 

(4-)  Typhoid  nodes.  During  an  attack  of  typhoid 
fever,  or  whilst  convalescence  is  being  established,  the 
periosteum  may  inflame  over  localised  areas.  These 
nodes,  like  most  others,  are  generally  situated  on  the 
tibite.  Their  tendency  is  to  disappear  ;  they  rarely 
suppurate,  and  still  more  rarely  end  in  necrosis.  In  a 
case  I  was  called  to  at  the  London  Fever  Hospital, 
the  patient,  a  young  adult  male  convalescent  from 
typhoid,  was  the  subject  of  several  recent  nodes,  which 
disappeared  after  a  short  time.  On  the  same  bones 
(tibias)  were  old  ossified  syphilitic  thickenings. 

IiiterianI  osteoplastic  ostitis. 

Synonyms.  —  Diffuse  hypertrophy,  condensing 
ostitis,  sclerosis  ossium. 

Causes. — In  many  cases  no  cause  can  be  ascertained. 
In  some  there  is  a  history  of  syphilis,  in  others  struma. 
I  lately  had  under  observation  two  patients,  the  sub- 
jects of  congenital  syphilis,  in  whom  the  hypertrophy 
of  bone  was  most  marked.  In  one,  a  male  aged 
eighteen,  there  was  characteristic  notching  of  the 
teeth ;  the  tibicn  were  enlarged  throughout,  much 
elongated,  and  curved  forwards;  the  osseous  lesion 
had  existed  for  years.  At  the  age  of  twenty  interstitial 
keratitis  first  made  its  appearance.  The  mother  of 
this  patient  was  under  treatment  at  the  same  time 
for  syphilitic  nodes  of  the  tibiae.  The  second  case  was 
that  of  a  woman  aged  twenty-two;  the  teeth  were 
notched,  and  the  corneaj  nebulous  from  past  keratitis; 
the  left  radius  was  uniformly  rounded,  thickened^ 
elongated,  and  bent  in  a  strong  outward  curve.  There 
can  be  no  doubt  but  that  these  two  patients  suffered 
from  diffuse  interstitial  ostitis  ;  for  periostitis  alone, 
whilst  It  would  account  for  the  circuuiferential  enlaro-e- 
ment,  would  not  explain  the  marked  elongatiou. 
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Ostitis  deformaiis._We  are  indebted  to  Sir 
James  Paget  for  a  descrijition  of  this  remarkable 
attection  of  the  osseous  system,  whicli  is  usually  found 
m  persons  past  the  prime  of  life.  It  does  not  appear 
to  be  due  to  syphilis,  as,  in  some  cases,  there  is  an 
absence  of  specific  history,  and  the  malady  runs  its 
course  unchecked  by  treatment.  It  attacks  several 
bones  at  the  same  time  or  in  sequence;  those  of 
the  skull  and  lower  extremities  are  particularly  liable 
to  sufter.  From  the  multiplicity  of  the  lesions,  the 
disease  may  be  considered  as  one  of  the  osseous 
system  m  general,  and  not  a  chance  affection  of  one 
or  more  bones. 

_  The  long  bones,  e.g.,  the  femora,  are  curved  in 
spite  of  the  increase  in  thickness  ;  this  can  be  ex- 
plained by  the  fact  that  during  the  early  stages  the 
bone  is  rarefied  and  weakened"  by  the  inflammation. 
At  the  end  of  the  process,  however,  there  is  marked 
increase  in  density,  and  the  medullary  cavity  of  the 
hollow  bones  is  obliterated.  The  suiiace  is  roughened 
from  periosteal  deposit  (Fig.  13). 

Tlif  skull  may  be  an  inch  or  more  in  thickness ; 
there  is  general  hypertroi)hy  of  the  tables,  with  filling 
in  of  the  diploe  and  obliteration  of  the  sutures. 

The  disease  is  very  chronic,  lasting  through  many 
years,  and  during  this  time  the  general  health  may 
not  suffer.  It  is  noteworthy  that,  after  the  lapse  of 
years  in  several  instances,  the  bones  have  been  found 
to  be  the  seat  of  malignant  tumour  (sarcoma),  either 
as  a  solitary  growth,  or  scattered  here  and  there  as 
soft  vascular  deposits.  Butlin's  observations  sliow 
that  the  initial  lesion  is  iuHammatory. 

Ilypcrtropliy  of  I  lie  liicia  l  i>oiios,  polvis, 
etc. — Billroth  says,  "  In  such  cases  the  bony  deposits 
are  spongy,  puffed,  nodular,  so  that  the  bone  acquires 
a  resemblance  to  skin  all'ected  with  elephautiasis." 
The  aitiology  is  quite  obscure. 
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Senile  thickeiiiii^^   of  the  sknil. — In  old 

people  tlie  cranial  bones  are  often  thicker  and  denser 
than  normal  ;  the  diploe  is  replaced  by  solid  bone.  It 
is  probably  of  the  nature  oi  a  nutritive  degeneration 
(like  enlargement  of  the  prostate),  with  increased 
formative  activity.  Rickets  sometimes  causes  great 
thickening  of  the  skull. 


CHAPTER  XXXIIT. 

ACUTE  SUPPURATIVE  PERIOSTITIS,   OSTITIS,  AND 
OSTEOMYELITIS. 

When  it  is  remembered  that  there  is  direct  struc- 
tural continuity  between  the  periosteum  and  the  me- 
dulla contained  in  the  Haversian  canals  of  compact 
and  cancellous  bone,  and,  in  the  case  of  the  hollow 
bones,  that  of  the  central  cavity  as  well,  it  is  no  matter 
of  surprise  tliat  acute  inflammation  beginning  in  one 
or  other  of  these  situations  should  spread  through  the 
entire  tract. 

Acute  suppurative  or  phlegmonous  periostitis  can- 
not occur  without  ostitis ;  osteomyelitis  almost  to  a 
certainty  entails  periostitis  ;  yet,  for  clinical  purposes, 
it  is  found  convenient  to  treat  of  them  separately. 

Acute  periostitis  and  periosteal  abscess. 
-— Tiie  periosteum  consists  of  two  layers.  The  super- 
ficial consists  of  white  fibres,  and  is  tlie  means  of 
supporting  the  blood-vessels  for  the  bone.  Tlie 
deeper  is  made  up  chiefly  of  elastic  fibres,  with  osteo- 
blasts in  the  part  next  the  bone.  In  it  is  a  fine 
vascular  network.  It  is  in  this  deeper  layer  that 
acute  periostitis  usually  begins.  At  first  it  is  swollen 
ami  red  from  va.scular  congestion;  this  is  quickly 
followed  by  a  rapid  exudation  of  leucocytes  and  liquor 
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sanguinis,  so  that  the  membrane  is  converted  into  a 
purplish  pulp.  The  formed  elements  melt  away,  and 
the  debris  mingling  with  the  purulent  exudation  from 
the  vessels,  the  abscess  is  fully  formed.  Thus  we  see 
that  the  jjeriosteum  is  destroyed  by  the  inflammatory 
process,  which  meanwhile  has  spread  to  the  surround- 
ing, soft  parts  (muscle,  cellular  tissue,  skin,  etc.),  and 
has  made  them  highly  oidematous. 

Tlie  wall  of  the  abscess  is  bounded  below  either 
by  bare  bone  or  granulations,  and  superficially  by  a 
layer  of  inflamed  tissue.  At  the  same  time,  the 
superficial  portion  of  the  bone  is  infiltrated  with 
pus  cells,  and  part  of  the  exudation,  collecting  on  the 
surface,  raises  the  periosteum  ere  the  fibrous  layer 
has  completely  softened  (periosteal  abscess).  This  is 
the  explanation  of  the  so-called  "  burrowing  of  pus 
and  stripping-olF  of  the  periosteum." 

When  the  bone  is  deeply  seated,  an  enormous 
accumulation  of  pus  may  form  around  it.  When 
superficial  {e.g.,  the  anterior  part  of  the  tibia)  the 
abscess  usually  points  quite  early.  In  some  cases  the 
process  is  so  acute  that  beads  of  pus  may  be  seen 
on  cutting  into  the  inflamed  part  within  thirty-six 
hours  from  the  onset  of  the  disease. 

When  due  to  injury,  the  abscess  is  usually  localised. 
When  arising  from  constitutional  causes,  it  is  often 
very  difiuse ;  this  is  notably  the  case  in  children. 

Terminations.  —  The  periosteum  may  be  de- 
stroyed over  a  considerable  area,  and  yet  the  bone 
survive  ;  but  the  cutting  ofi"  of  the  blood  supply  from 
the  surface,  and  the  great  tension  on  the  vessels  in 
the  compact  tissue,  place  it  in  imminent  peril  of 
death. 

Early  and  free  iiicisions  by  draining  off  tlie 
exudation  and  unloading  the  engorged  vessels  may 
prevent  suj)puration. 

Even  when  pus  has  formed,  resolution  Is  some- 
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times  rapid  and  complete  after  the  bursting  or  opening 
of  the  abscess.  In  such  cases  the  granulation  tissue 
that  bounded  the  purulent  collection  superficially 
applies  itself  to  the  bone,  and  organises  into  a  new- 
periosteum. 

There  is  probably  in  all  cases  a  certain  amount 
of  new  bone  deposited  on  the  surface  of  the  old,  and 
in  the  Haversian  canals  of  the  compact  tissue. 

Necrosis  is  a  frequent  result. 

Acute  osleomyelitis. — Acute  osteomyelitis 
forms  part  of  a  general  inflammation  of  the  soft 
tissue  of  bone ;  or  it  is  set  up  by  destructive  disease 
of  a  contiguous  joint,  or  it  arises  as  a  primary  affec- 
tion. 

As  the  exudation  is  pent  up  iinder  high  pressure, 
and  there  is  no  possibility  of  an  early  spontaneous 
evacuation,  necrosis  is  almost  certain  to  folloAV. 

The  patient  often  dies  poisoned  by  the  septic 
matter  before  the  sequestrum  is  loosened. 

The  inflammation  may  lapse  into  a  chronic  state, 
an  exit  for  the  pus  being  provided  by  operation,  or 
the  opening  up  of  channels  in  the  bone  by  i-arefying 
ostitis. 

Osteophlebitis,  or  osteo-thi-ombosas   is  a 

concomitant  of  osteomyelitis,  whether  pathological 
or  traiimatic.  The  coagula  are  very  liable  to  dis- 
integi-ate  and  break  up  into  emboli,  for  they  are 
steeped  in  a  highly  irritative  or  infective  fluid. 
Moreover,  as  the  veins  lie  in  rigid  canals,  to  the 
walls  of  Avhich  they  arc  adherent,  they  are  unable  to 
collapse  when  divided  or  torn. 
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OSSEOUS  LESIONS  IN  CONGENITAL  SYPHILIS. 

Affections  of  the  osseous  systein  in  congenital 
syphilis  stand  midway  between  those  of  the  skin  and 
the  viscera  in  order  of  frequency. 

Our  knowledge  of  the  subject  has  been  mainly 
derived  from  the  researches  of  Wegner  and  Parrot 
abroad,  and  Drs.  Barlow  and  Lees  in  this  country.  * 

In  one  way  or  another,  every  part  of  the  skeleton 
is  liable  to  be  diseased,  but  the  points  of  greatest 
interest  are  centred  in  the  long  bones,  the  cranium, 
and  the  teeth. 

Cranial  bones. — The  lesions  here  are  of  two 
kinds  (1)  atrophic;  (2)  osteophytic. 

Localised  wasting  of  the  cranial  vertex  is  met 
with  in  the  parts  most  subject  to  pressure  from  de- 
cubitus, and  it  is  all  the  more  marked  if  at  the  same 
time  there  is  an  increase  of  fluid  in  the  cerebral 
ventricles.  The  usual  situation  is  the  parietal  bone 
behind  the  eminence,  bvit  it  has  been  observed  in  the 
occipital  and  squamous  bones.  The  bone  is  gradually 
absorbed  until  nothing  is  left  bTit  a  thin  plate,  or 
membrane,  of  parchment-like  consistence,  wliich  readily 
yields  under  the  jaressure  of  the  finger.  The  same 
condition  occurs  in  rickets,  but  not  so  frequentlj'-  as 
in  congenital  syphilis.  The  absorption  leads  to  a  well- 
marked  depression  of  the  inner  surface  of  the  bone. 

It  is  a  case  of  atrophy  from  continued  pressure 
acting  upon  a  tissue  preternaturally  soft  and  wealc. 
The  process  is  designated  craniotabes.    It  is  found 

*  An  admirable  .account  of  the  lesions  is  contained  in  the 
Transactions  of  the  Pathological  Society,  vol.  sxx. 


Chap.  XXXIV.]        Parrot's  Nodes. 


243 


in  very  young  infants.  M.  Parrot  has  described 
another  form  of  atrophy,  which  he  terms  "gelatino- 
form."  As  the  naaie  denotes,  it  consists  of  conversion 
of  the  bone  into  a  soft  materiaL  It  begins  beneath 
the  pericranium,  but  rarely  spreads  as  far  as  the  dura 
mater.    It  camiot  be  diagnosed  durins  life. 

Parrot's  osteophytes  or  nodes  are  subperiosteal  de- 
posits of  new  bone  (Fig.  30).  They  are  situated  upon 
the  four  processes  that  bound  the  anterior  fontanelle,  to 

which  they  give  a  natiform  appearance.  Other  de- 
posits are  usually  found  upon  the  parietal  bones,  and 

chiefly  along  the  co- 
ronal   and  sagittal  ^\ 

sutures.    It  will  be 

seen  that  they  affect 

neither  the  frontal 

nor  parietal  eminen- 
ces, nor  the  sites  of 

craniotabes,  or  only 

in  very  severe  cases. 

The   new   bone  is 

very   vascular  and 

porous    when  first 

formed.    It  consists 

of  a  series  of  trabe- 

culfe,  between  whicli 

are  .spaces  filled  with 

a    pulpy  marrow. 

The  ves.sels  run  at 

right  angles  to  the 

surface  of  the  skull 


n  ff^y'l"'  ?/,  9,"*^^''  of  Cranium 

affected  with  Congenita]  Syi)]ii]is. 


The    bonv    emi-  "  vcsppctivcly  to  a  frontiU  and  Dnrici-il 

nences  may  attain  a  ™^r-f;.:^^l-;-f?---'vn,^ 
thickness   of  more 
than  half  an  inch  at 
their  centres. 

The    f  r  o  n  t  0  - 


244  Surgical  Pathology.     [Chap.  xxxiv. 

parietal  sutures  are  sometimes  obliterated  by  an 
extension  of  ossification  from  one  bone  to  the  other. 

These  osteophytes  are  qiiite  characteristic  of  con- 
genital syphilis.  In  the  majoi'ity  of  cases  they  form 
between  the  sixth  and  twelfth  month.  Ulceratins; 
nodes,  though  common  in  acquired  syphilis,  are  ex- 
cessively rare  in  congenital  ;  Barlow  records  one  such 
case. 

The  long-  bones. — As  in  the  cranium,  the 
disease  shows  itself  in  two  forms,  atrophic  and 
productive. 

Tlie  atrophic  changes  are  seen  in  the  growing  layer 
of  the  tissue  on  the  diaphysial  side  of  the  epiphysial 
cartilage.  It  is  sometimes  described  as  an  osteo- 
chondritis, but  it  appears  to  consist  essentially  of  a 
deviation  from  normal  develojDment,  The  inllammatoiy 
changes  are  secondary,  and  dependent  upon  injury. 

There  are  two  distinct  changes  :  (1)  an  excessive 
deposit  of  lime-salts  in  the  cartilage  matrix  and 
capsules,  and  imprisonment  of  the  cartilage  cells.  This, 
whilst  it  increases  the  brittleness  of  the  part,  puts  a 
stop  to  the  ossification  ;  (2)  an  overgrowth  of  gela- 
tinous medulla  or  spongoid  tissue  in  the  ossiform  layer 
(that  next  the  cartilage)  ;  this  absorbs  the  preformed 
bone,  and  occasionally  ends  in  complete  separation  of 
the  epiphysis.  The  fragility  due  to  calcification,  and 
the  softening  caused  by  "  gelatiniform  atrophy  "  render 
the  bone  liable  to  bend  or  break  on  the  slightest 
injury.  Then  the  irritation  caused  by  the  injury  sets 
up  a  veritable  inflammation,  which  may  end,  though 
rarely,  in  suppuration.  If  the  child  survives  the 
cachexia  of  the  disease,  the  epiphysial  lesion  subsides, 
and  ossification  goes  on  in  the  normal  way. 

When  the  morbid  process  is  in  progress  the  limb 
hangs  helplessly  from  the  trunk.  Parrot  calls  this 
condition  "  Ry|)hilitic  pseudo-paralysis,"  to  distinguish 
it  from  essential  or  infantile  puralysis,  of  nervous 
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origin,  in  which  there  is  actual  powerlessness  of  the 
muscles. 

Osteophytes  form,as  a  rule,  after  the  sixth  month  of 
extra-uterine  life.  The  bones  most  frequently  affected 
are  the  tibia  and  humerus.  I  have  seen  symmetrical 
osteophytes  on  the  upper  ends  of  the  ulnse.  They 
consist  of  highly  vascular  spongy  bone,  tlie  trabecules 
of  which  stand  perpendicularly  to  the  axis  of  the 
limb.  They  are  usually  constructed  of  a  number  of 
superposed  lamelliB,  united  by  narrow  bars  or  columns, 
imbedded  in  a  soft  medulla.  Sometimes  the  osteo- 
phytes are  quite  soft,  and  are  made  up  chiefly  of 
fibro-vascular  tissue.  Between  the  two  forms  there 
is  every  gradation.  TJie  tibial,  ulnar,  and  radial 
osteophytes  are  mostly  situated  at  the  upper  epiphyses; 
the  humeral  at  the  lower.  In  the  scapula  they  are 
found  in  the  spinous  fossss ;  in  the  hip,  in  the  external 
iliac  fossa. 

Maxillse  and  teeth — The  characters  of  the 
teeth  described  by  Mr.  J.  Hutchinson  consist  of  mal- 
formation and  defective  structure.  Those  most 
commonly  affected  are  the  upper  permanent  central 
incisors.  Instead  of  the  borders  of  the  cutting  edges 
being  in  contact,  they  ai-e  separated  by  a  gap.  There 
is  a  central  indentation  "or  notch  in  the  place  that 
f<hould  be  occupied  by  the  middle  tubercle.  The  lateral 
incisors  are  sometimes  pegged,  and  the  canines  (upper 
and  lower)  more  pointed  than  natural.  The  milk  teeth 
are  subject  to  early  decay  and  premature  shedding. 
The  date  of  eruption  is  not  deferred,  as  it  is  in  rickets 
(Eustace  Smith).  Mr.  Hutchinson  attributes  the  mal- 
development  to  specific  stomatitis,  wliich  affects  the 
gums,  periosteum,  and  bone  in  infancy.  The  above- 
dcscribcd  lesions,  which  are  incidental  to  the  early 
stages  of  congenital  syphilis,  are  sometimes  associated 
witli  falhng  ur  of  tlie  bridge  of  tlie  nose  from  defective 
growth  of  the  nasal  bones,  Lhe  result  of  inflammatory 
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changes.  There  may  also  be  rarefaction  of  the 
diaphyses  of  the  long  bones  coincidental  with  atrophy 
and  enlargement  of  the  epiphyses. 

In  the  tertiary  period  serious  lesions  are  met  with; 
to  wit,  caries  and  necrosis  of  the  nasal  and  other 
bones,  hypertrophy  of  the  long  bones  from  diffuse 
interstitial  osteoplastic  ostitis,  and  localised  thicken- 
ings from  osteo-periostitis  (nodes) 


CHAPTER  XXXV, 

NECROSIS. 

Necrosis  happens  when  the  circulation  in  a  portion 
of  bone  is  permanently  arrested,  from  injury  or 
disease.  In  the  former  case,  if  many  vessels  be 
ruptured  by  violent  concussion  or  fracture,  the 
current  through  them  is  arrested  by  thrombosis  in 
the  torn  ends,  and  by  the  pressure  of  extravasated 
blood.  In  fracture,  too,  with  considerable  displace- 
ment of  the  fragments,  and  especially  if  there  be 
much  splintering,  portions  may  be  entirely  denuded  of 
periosteum.  Should  the  bone  survive  these  accidents, 
the  circulation  has  to  cope  with  the  obstruction  from 
inflammatory  exudation,  so  that  it  is  not  surprising 
that  necrosis  is  often  of  traumatic  origin. 

Syphilitic  ostitis  leads  to  necrosis,  either  imme- 
diately, by  occlusion  of  the  vessels  from  the  pressure 
of  the  eS"usion,  or  more  remotely  throiigh  the 
Haversian  canals  becoming  narrowed  by  deposit  of 
new  bone  within  them,  until  at  last  they  become 
entirely,  or  all  but,  obliterated,  so  that  the  blood 
supply  is  too  scanty  to  support  the  life  of  the 
sclerosed  bona 
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When  the  subject  of  abscesses  in  carious  epi- 
physes is  discussed  it  will  be  shown  that  they  often 
contain  sequestra  of  considerable  size,  the  result  of  acute 
ostitis,  or  of  caseation  of  tracts  of  granulation  tissue, 
with  thrombosis  of  the  vessels.  According  to  Cornil 
and  Ranvier,  caries  is  essentially  due  to  primary  fatty 
degeneration  of  the  bone  corpuscles,  which  entails  a 
death  of  the  osseous  laminte  within  their  territories. 
They  assert  that  these  laminse  then  act  as  iriitants, 
and  set  up  a  rarefying  ostitis  which  gradually  absorbs 
the  bone,  accompanied  or  not  by  further  necrosis. 
Lastly,  whatever  the  cause  of  arrested  circulation,  bone 
succumbs  with  other  tissues  in  a  general  gangrene. 

Superficial  necrosis,  exfoliation. — A  good 
example  of  this  is  seen  in  injuries  to  the  cranial  vertex, 
where  the  pericranium  is  destroyed,  with  probably  some 
slight  extravasation  into  the  diploe  and  external  plate. 
Unless  the  dui'a  mater  be  detached,  the  inner  table 
escapes  death,  for  it  is  plentifully  supplied  by  the 
meningeal  vessels.  Inflammatory  effusion  completes 
the  stasis  in  those  parts  already  crippled,  but  it  must 
not  be  supposed  that  the  inflammation  is  limited  to 
the  part  that  dies,  for  it  gradually  subsides  into  the 
healthy  bone.  The  layer  that  is  continuous  with 
the  necrosed  portion  becomes  rarefled  by  absorption, 
the  granulations  thrusting  their  buds  through  the 
walls  of  contiguous  Haversian  canals,  so  that  the  latter 
open  into  one  another.  Finally  the  attenuated  osseous 
lamiuEe  disappear,  and  the  dead  part  is  cast  off.  These 
changes  take  place  chiefly  in  the  tissue  that  lias  re- 
tained its  vi-tality,  but  that  the  inflammatory  new 
formation  is  able  to  absorb  dead  bone  is  proved  by  the 
erosion  of  ivory  pegs  employed  in  ununited  fractures 
Moreover,  it  is  not  rare  to  find  perforations  of  thin 
superficial  sequestra  by  pink  granulations,  a  welcome 
sign  to  the  surgeons,  for  it  tells  at  once  of  the  shallow 
depth  of  the  necrosis.    It  is  this  riddling  of  the  bona 
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that  causes  it  to  crumble  down  during  detachment. 
.  The  source  of  irritation  being  removed,  the  layer 
of  florid  embryonic  tissue  tliat  covers  the  surface 
begins  to  organise.  Bone  is  deposited  around  the 
vessels.  It  acquires  considerable  density.  A  new 
periosteum  is  constructed  from  the  outer  layer  of 
granulations. 

The  exact  method  of  absorption  of  bone  is  not 
known.     Virchow  believes   that  cells  (osteoclasts), 
derived  from  proliferation  of  bone  corpuscles,  are  the 
active  agents.    Rindfleisch  suggests  that  the  blood  in 
the  congested  vessels  containing  an  excess  of  carbonic 
acid  may  dissolve  the  lime  salts,  forming  an  acid 
carbonate.    Others  suppose  that  lactic  acid   is  de- 
veloped, and  that  this,  combining  with  the  earthy 
base,  forms  somble    calcic  sarco-lactate.     The  two 
latter  hypotheses  are  improbable,  for  bone  exposed  to 
the  action  of  pus  for  months  or  years  loses  little  or 
none  of  its  substance,  and  it  retains  its  smootlmess  of 
surface  from  the  time  when  it  becomes  sequestrated. 
Whilst  denying  the  origin  of  tlie  bone-destroying  cells 
ascribed  by  Virchow,  I  believe  his  view  of  absorption 
by  the  vital  action  of  living  matter  to  be  quite  rational. 
An  exfoliated  lamina  of  bone  is  smooth  on  the  outer 
surface,  where  it  imdergoes  no  change  of  structure  in 
the  osseous  framework,  but  it  looks  worm-eaten  on 
the    under    surface,  the   indentations  havinfr  been 
formed  and  occupied  by  vascular  granulations.  If 
vertical  sections  of  artificially-softened  bone  be  made 
during  the  process  of  separation  of  a  sequestrum,  it 
will  be  seen  that  the  Haversian  canals  of  the  necrosed 
l)ortion  are  empty,  or  contain  nothing  but  the  debris 
of  disintegrated  marrow,  whilst  Ihe  spaces  of  the 
living  bone  are  filled  with  embryonic  cells  and  blood- 
vessels  in  a  state  of  active   proliferation.  Picro- 
carniiue  stains  the  osseous  trabccula;  yellow,  and  the 
granulation  tissue  red,  and  shows  a  beautiful  layer  of 
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demarcation  wliich  ends  abruptly,  and  is  most  intense 
in  colour  next  the  dead  bone,  but  gradually  fades 
away  into  the  living.  The  adjacent  periosteum  is 
infiltrated  with  indiUerent  cells,  especially  in  the 
deeper  part. 

Pus  escapes  from  the  vessels  of  the  granulations  at 
the  margin,  and  also  beneath  the  sequestrum  when 
this  is  loose. 

]\ecrosis  of  asi  amputation  stump.  —  Am- 
putation through  a  long  bone  is  a  good  example  of 
compound  fracture,  and 
the  wonder  is  that 
necrosis  does  not  more 
frequently  result,  for 
the  vessels  of  the  me- 
dulla and  periosteum 
are  severed,  and  their 
ends  compi-essed  by  ex- 
travasated  blood,  and 
necessarily  plugged  by 
clots.  At  the  same  time, 
the  vitality  of  the  bone 
may  be  impaired  from 
disuse  or  existing  in- 
flammation, both  of 
which  conditions  readily 
allow  of  detachment  of 
the  periosteum  if  trac- 
tion be  made  upon  the 
flaps. 

Without  exception, 
the  injury  inflicted  by 
the  0]jeration  sets  up 
fin  inflammatoiy  reac- 
tion ;  the  medulla  of  the 
central  canal  that  contained  in  the  substance  of  the 
hone,  ana  the  periosteum,  all  show  acute  hyperajmia 
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and  exudation,  and  return  to  the  embryonic  state. 
This  is  followed  by  a  rarefying  ostitis.  In  ordinary 
cases  the  inflammation  does  not  go  beyond  this,  but, 
subsiding,  ends  in  a  condensation  from  deposit  of 
new  bone,  which  greatly  narrows  the  vascular  channels, 
and  fills  the  open  end  of  the  medullary  canal.  Upon 
the  completion  of  these  changes,  atrophy  from  partial 
loss  of  function  sets  in,  and  the  end  of  the  bone  there- 
by becomes  conical. 

In  the  event  of  necrosis,  one  or  more  of  the 
hindrances  to  the  circulation  is  increased ;  thus,  the 
periosteum  is  stripped  oflP  to  such  an  extent  that  the 
bone  cannot  recover  itself,  or  a  central  osteomyelitis 
destroys  the  medulla  (Fig.  31). 

The  sequestrum. — Stasis  from  the  latter  cause 
usually  exceeds  that  from  the  former,  and  so  the 
necrosis  is  more  extensive  on  the  inner  aspect,  account- 
ing for  the  sequestrum  appearing  in  the  shape  of  a 
truncated  cone,  whose  outer  surface  is  excavated  into 
shallow  pits  and  grooves  by  the  granulation  tissue 
during  the  process  of  separation.  Whilst  the  rarefy- 
ing ostitis  is  going  on  in  the  substance  of  the  bone,  in 
order  to  set  free  the  dead  portion,  ossification  is  pro- 
gressing in  and  beneath  the  periosteum,  so  that  the 
outer  surface  becomes  incrusted  with  soft  spongy  bone. 
When  once  the  sequestrum  is  removed,  and  it  usually 
requires  an  operation  to  effect  this,  the  subsequent 
changes  differ  in  no  way  from  those  occurring  in  the 
healing  of  a  stump  by  granulation  without  necrosis. 

These  sequestra  vary  much  in  size.  They  may  be 
many  inches  in  length,  and  of  great  thickness,  or  so 
small  as  to  break  in  pieces  during  attempts  at  removal. 
Their  lower  ends  are  sometimes  smooth  on  the  outer 
surface  for  a  short  distance,  showing  that  the 
periosteum  was  destroyed  to  a  like  extent,  and  that 
the  granulations  left  untouched  the  denuded  bone. 
In  other  cases  the  outer  surface  is  smooth,  and  the 
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innei-  rough  throughout,  the  loss  of  vitality  being  more 
of  periosteal  than  medullaiy  origin;  it  is,  in  fact, 
superficial,  and  not  central  necrosis. 

Whatever  the  variety,  the  general  shape  is  quite 
characteristic,  the  sequestra  ending  abruptly  below 
with  a  sawn  surface,  tapering  above.  The  cavities 
from  which  they  are  removed  are  never  bare,  but  are 
lined  by  soft  vascular  granulation  tissue,  which,  in- 
creasing, soon  fills  up  the  spaces  and  ossifies. 

Central  or  internal  necrosis  may  ensue  from 
osteomyelitis,  without  a  previous  loss  of  continuity  in 
the  bone,  the  osteomyelitis  being  either  primary,  or 
forming  a  part  of  a  more  widespread  lesion  of 
periosteum  and  medulla.  In  the  former  case  ifc 
begins  (1)  as  an  acute  suppurative  inflammation  in 
the  central  canal,  when  it  is  often  fatal  before  the 
sequestrum  is  loose ;  or  (2)  as  an  ostitis  of  the  can- 
cellous tissue  of  an  epiphysis,  which  spreads  to  the 
interior  of  the  shaft.  In  young  people  the  epiphysial 
cartilage  is  perforated  by  the  advancing  disease. 

In  this  variety  the  march  of  events  is  less  rapid, 
so  that  there  is  time  for  the  inflammation  to  subside, 
and  the  dead  bone  to  be  thrown  off  into  the  medullary 
canal.  Relief  is  given  to  the  tension  by  the  bursting 
of  an  abscess  which  communicates  directly  with  the 
exterior,  or  in  a  more  roundabout  way  by  the  con- 
tiguous joint. 

Scrofula  is  often  at  the  root  of  the  evil,  so  it  is 
not  surprising  that  caries  and  joint  disease  complicate 
this  form  of  necrosis.  The  medullary  canal  becomes 
filled  with  granulation  tissue  and  pus,  in  which  the 
sequestrum  is  imbedded. 

Outlets  to  the  purulent  exudation  are  made  here 
and  there  by  absorption  of  the  osseous  trabeculte, 
where  the  tension  is  greater  than  elsewhere.  These 
outlets,  which  in  the  case  of  bone  are  called  doacos 
correspond  to  sinuses  in  the  soft  tissues. 
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Central  can  always 
be  told  from  total 
necrosis  by  the  se- 
questrum appearing 
rough  and  Avorm- 
eaten  in  the  foi'mer, 
smooth  in  the  latter. 

The  encasing  shell 
of  bone  is  entirely  of 
new  formation  in 
total  necrosis,  where- 
as in  central  necrosis 
it  is  composed  of  the 
outer  jjortion  of  the 
original  shaft,  thick- 
ened by  external  de- 
posit. 

Sequestrotomy  is 
necessary  for  the 
liberation  of  the  se- 
questrum, whicli,  so 
long  as  it  is  retained, 
keeps  up  suppura- 
tion, a  cause  of  hectic 
fever,  phtliisis,  and 
lardaceous  disease. 
Nature,  unaided, 
seems  content  with 
loM'ering  the  tension 
to  the  level  of  chronic 
inflammation. 

Aculc  total 
ncci'osiis.  —  It  is 


Fig.  .32.— Necrosis  of  the  Fomiir. 
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impossible,  clinically,  to  di-aw  a  hard  and  fast  line 
between  so-termed  partial  and  total  necrosis  ;  indeed, 
such  a  division  is  unnatural,  for  many  of  the  cases  com- 
plete in  the  pathology  of  the  disease  in  question  fall 
short  of  death  of  an  entire  diaphysis.  The  symptoms 
and  morbid  signs  are,  notwithstanding,  so  marked  as  to 
justify  a  special  description.  Stripped  of  its  details, 
the  liistory  runs  thus  :  An  often  unaccountable  onset, 
rapid  progress,  tendency  to  end  in  a  fatal  pyjemia, 
with  secondary  lesions,  and  liability  to  select  the 
periods  of  childhood  and  youth.  It  is  an  acute  sup- 
purative or  phlegmonous  inflammation  of  the  growing 
part  of  bone,  at  one  time  limited  to  a  periostitis  and 
superficial  ostitis,  at  another  involving  the  destruction 
of  the.  epiphysial  cartilage,  and  even  the  entire 
medulla. 

The  epiphyses  themselves,  as  a  rule,  escape,  or,  at 
any  rate,  are  not  affected  past  recoveiy,  although  the 
inflammation  may  spread  through  them  to  the  con- 
tiguous joints. 

Causes. — Injury,  acute  specific  diseases,  such  as 
scarlet  fever  and  measles,  and  exposure  to  wet  and 
cold,  have  been  assigned  as  the  causes,  but  at  most 
they  can  only  be  considered  as  exciting  agents.  There 
must  be  some  underlying  disposition  on  the  part  of 
the  tissues  attacked. 

Diagfiiosis — The  severity  of  the  constitutional 
symptoms  and  the  obscurity  of  origin  account  for  many 
of  the  mistakes  in  diagnosis.  Children  are  sometimes 
brought  to  hospital  because  a  supposed  erysipelas  or 
acute  rheumatism  has  not  run  an  expected  course,  the 
first  idea  of  the  real  state  of  things  being  aroused 
perhaps  by  the  e\'idence  of  fluctuation  over  a  bone  ; 
and  even  this  may  be  overlooked,  the  enigma  being 
solved  on  the  post-mortem  table.  A  previously  healthy 
girl  of  fourteen  was  treated  for  rheumatism,  but 
getting  rapidly  worse,  with  high  fever,  wide-spread 
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muscular  spasm,  and  delirium,  was  taken  to  the  medical 
ward  of  a  hospital,  where  at  first  the  possibility  of 
cerebro-spinal  meningitis  Avas  entertained,  there  being 
no  apparent  sign  by  which  to  localise  tlie  disease" 
After  death,  the  right  clavicle  was  found  lying  in  a 
bed  of  pus,  and  the  lungs  riddled  Avith  small  metastatic 
abscesses.  Subject  to  these  important  exceptions,  the 
local  signs  can  scarcely  be  mistaken.  The  tensi^-e 
pain  and  exquisite  tenderness,  the  redness  of  the 
skin,  and  the  fluctuation  or  bogginess  of  the  part, 
tell  their  own  tale. 

Dissection. — The  skin  and  cellular  tissue  appear 
congested  and  highly  osdematous,  the  periosteum  is 
detached  to  a  variable  extent,  and  the  bone  over  the 
same  area  is  bathed  in  pus.  The  epiphyses  may  be 
found  loose,  and  the  joints  healthy  or  inflamed  ;  in 
the  latter  case,  either  by  the  spreading  of  the  local 
disease  or  by  pywmic  metastatic  infection. 

If  the  bone  be  saAvn  vertically,  the  central  medulla 
will  present  a  deeii  red  colour  from  congestion,  with 
here  and  there  jjatches  of  cajDillary  extravasation, 
interspersed,  perhaps,  with  collections  of  pus,  which 
are  generally  situated  at  the  periphery,  the  canal  for 
the  nutrient  artery  forming  a  purulent  tract,  that 
connects  the  superficial  with  the  central  suppuration. 

The  compact  and  cancellous  tissue  presents  a 
mottled  appearance  in  place  of  the  diftused  pinkish- 
white  tint  of  healtliy  bone,  for  the  spaces  are  occupied 
by  pumlent  exudation  and  dilated  vessels,  which  are 
filled  with  dark  deoxydised  clots.  Later  on,  of  course, 
tlie  contents  of  these  spaces  disintegrate,  and  leave  tlie 
bare  osseous  framework  white  or  3-ellowish-white,  and 
lustreless. 

Venous  thrombi  within  and  without  the  bone  ma}- 
be  softened,  and  ready  to  develop  a  septic  embolism. 

If  any  part  of  the  bone  escape  death,  it  be- 
comes encrusted  with  ossific  deposit,  which  forms  an 
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appreciable  layer  witlim  ten  days,  provided  the  tension 
has  been  relieved  by  incision.  Should  the  necrosis  not 
be  total,  it  is  the  deeper  jDortion  of  the  bone  that 
survives,  for  this  receives  its  vascular  supply  more 
directly  from  the  large  vessels,  the  higher  arterial 
pressure  tending  to  check  blood  stasis ;  and  being 
deeply  seated,  it  is  better  supported  and  less  exposed 
to  iiijury. 

The  tibia  is  affected  more  often  than  any  other  bone. 

Coiuplicatctl  toy  pyaemia. — In  this  disease  the 
blood  becomes  charged  with  infective  matter,  but  how 
it  originates  is  uncertain  ;  not  necessarily  by  contagion 
through  a  wound,  for,  as  before  said,  all  the  signs  of 
virulent  pyasmia  may  arise  without  the  local  abscess 
having  been  opened.  The  thuory  of  autogenetic 
origin  is  not  borne  out  by  facts,  and  this  being 
granted,  we  are  driven  to  suppose  that  whatever  the 
materies  morbi  may  be,  it  is  introduced  by  the  skin,  or, 
more  likely,  by  the  mucous  membranes.  The  analogy 
furnished  by  the  acute  specific  diseases  supports  this 
view.  ^  At  the  same  time,  there  can  be  no  doubt  but 
that  it  finds  a  suitable  nidus  for  development 
and  reproduction  in  the  products  of  the  local  in- 
flammation. 

The  living  structures  strive  to  get  rid  of  matter 
obnoxious  to  themselves,  and  do  their  best  to  destroy 
any  organisms  that  infest  the  blood  and  tissues ;  but 
they  may  be  overpowered  by  the  intensity  of  the 
initial  infection,  or  succumb  to  the  continued  absorp- 
tion under  high  pressure  from  the  seat  of  primary 
suppuration.  ^ 

Early  and  free  incisions,  by  lowering  the  tension, 
check  the  progress  of  the  inflammation,  and  diminish 
the  risk  of  blood-poisoning  by  providing  for  the  escape 
01  the  exudation. 

Repair — The  loss  of  the  whole  or  greater  portion 
of  a  shaft  IS  replaced  by  new  bono,  depo-sited  from 
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any  of  the  original  periosteum 
that  may  liave  remained,  and 
from  the  fibrous  structures 
around  ;  nor  is  it  necessary,  as 
Avas  formerly  supposed,  that  the 
necrosed  bone  sliould 
1)6  left  for  a  long 
time  to  act  as  a 
stimulus  to  ossifica- 
tion, recent  practice 
havinof  shown  that 
early  "  subperiosteal 
resections "  are  suc- 
cessful. I  have  seen 
complete  restoration 
of  the  diaphysis  of  a 
tibia  that  was  re- 
moved 021  the  tenth 
day  from  the  onset 
of  the  disease  (Mr. 
W.  Pye'scase).*  The 
younger  the  patient 
the  greater  is  the 
developmental  acti- 
vity, and  the  more 
rapid  the  reconstruc- 
tion. 

If  the  epiphysial 
cai'tilages  have  been 
destroyed,  the  new 
shaft  will  not  attain 
to  the  length  it  other- 
wise wonhl  Iiavedone. 

l*llO«i|>  ll  O  I'll  «> 

necrosis  of  t lae 
.i:i«s. — Tlie  disease 
is  less  common  than 

*  Lancet,  vol.  ii.,  1879,  p.  054 


Piir.  .13a.— 
Tnt;Ll  Necrosis 
lit  tiK'  Shaft 
of  the  Tihm, 
the  rciiilt  iif 
acute  Svulii- 
lilir.  Ostitis 
and  I'eri- 
(istili.s. 
The  .seiiiu'stnnn 
Hfimriiteil  until, 
riilly.  as  sliowii 
hy  the  irruynhu' 
w onii-o-  itnu  an. 
po'imnco  of  iU 
ends.  (Oiif- 
third  liiituval 


Fiir  .•i.Hi.— Shows  ciimpleto  Re- 
stoiMiion  of  the  .-^haft  of  Ihe 
Hone  after  oricinal  one  hail, 
been  destroyed  liy  N'eorofis. 
Fro  II  the  .«anie  snbjeet  as  A. 
a.  K':\ rios  of  the  new  hone :  h.  hrid^'t' 
o(  bono  unH  inn  the  tihia  with  t  lie 
llhnla.  (Out  Uiinl  natural  size. 
Vide  p.  218.) 
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formerly ;  for  red  amorphous  phosphorus  is  nseil 
instead  of  the  yellow  variety,  and  workers  in  phos- 
phorus look  more  after  the  state  of  their  teeth.  It 
is  caused  by  the  acid  fumes  of  phosphorus  (probably 
phosphorous  acid)  acting  upon  exposed  or  unhealthy 
bone  in  the  vicinity  of  carious  teeth.  The  disease 
may  begin  as  an  acute  osteo-periostitis,  which  rapidly 
ends  in  necrosis  ;  or  it  may  be  preceded  by  an  osteo- 
plastic inflammation.  This  depends  on  the  intensity 
of  the  cause,  and  the  extent  of  caries  of  the  teeth  and 
exposure  of  tlie  alveolar  process  of  the  jaw.  The 
final  result  is  death  of  the  whole,  or  a  large  portion, 
of  the  jaw.  An  exuberance  of  spongy  vascular  bone 
is  deposited  around  the  sequestrum,  which  often  takes 
a  long  time  to  separate.  Sequestrotomy  has  been 
known  to  cause  severe  bleeding;  in  one  case  the 
carotid  artery  had  to  be  tied  to  arrest  it. 

"  Quiet  necrosis."_Sir  J.  Paget  has  desciibed  a 
foiTU  of  necrosis  in  Avhich  the  death  of  the  bone  and 
separation  of  the  sequestrum  take  place  without 
manifest  signs  of  inflammation.  In  fact,  the  patient 
may  be  quite  ignorant  of  there  being  anything  wrong 
Tins  "  quiet  necrosis  "  may  be  superficial  or  internal 
or  veiy  rarely  total.  The  sequestra  lie  in  cavities 
lined  by  granulation  tissue,  but  they  excite  so  little 
irritation  that  no  external  openings  are  formed  The 
periosteum  is  "thickened,  tough,  and  little  vascular" 
A  sinnlar  process  is  occasionally  observed  in  connec- 
tion with  articular  cartilage;  slight  injury  appears  to 
be  the  exciting  cause.  j  11 
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CHAPTER  XXXVI. 

BONE  ABSCESS. 

Bone  abscess  is  either  the  result  of  an  injury,  or 
constitutional  disease,  such  as  struma  or  syphilis. 
The  favourite  locality  is  the  end  of  a  long  bone  ;  but 
it  may  be  found  wherever  there  is  a  wide  tract  of 
cancellous  tissue,  as  in  the  tarsal  bones  and  the  verte- 
bras. Commencing  in  a  rarefying  ostitis,  a  cavity  is 
formed  by  the  gi-adual  absorption  of  the  bony  trabe- 
culas  by  granulation  tissue ;  this  granulation  tissue,  in 
its  turn  degenerating,  mingles  its  debris  with  more 
recent  exudation  of  pus,  and  the  abscess  is  completed. 
At  first  its  walls  are  composed  of  soft  carious  bone, 
which,  if  the  inflammation  spreads,  gradually  becomes 
disintegrated,  the  cavity  enlarging  at  its  expense. 

But  here  the  destructive  process  may  end,  and  an 
organising  one  begin.  ISTew  bone  is  then  deposited 
around  the  vessels  of  the  granulation  tissue,  and  this 
goes  on  until  a  zone  of  hard  sclerosed  bone  has 
replaced  that  previously  softened. 

The  layer  of  granulation  tissue  immediately  lining 
the  cavity  is  converted  into  fibrous  tissue  (a  kind  of  end- 
osteum)  ;  all  formed  elements  found  in  the  contents  of 
the  abscess  break  down  from  fatty  degeneration,  and 
only  a  serous  or  seroi:)urulent  fluid  remains.  In  some 
cases  it  would  ajipear  that  tlie  granulation  tissue 
having  completely  absorbed  the  bone  for  a  consider- 
able distance,  does  not  liquefy,  but  undergoes  caseation, 
the  bone  around  becoming  condensed,  as  described 
above. 

More  frequent  than  cither  of  the  above  modes  of 
termination  is  a  progressive  absorption  of  the  bone, 
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until  the  abscess  opens  by  a  narrow  orifice,  either 
upon  the  surface,  or  into  the  contiguous  joint,  or  both. 

At  the  outset  the  obstruction  to  the  circulation  in 
the  bone  may  be  so  great  that  a  portion  becomes 
necrosed,  and  is  afterwards  set  free  in  the  cavity 
formed  by  the  more  gradual  destruction  (rarefying 
ostitis). 

Bone  abscess  forms  a  conspicuous  feature  in  the 
pathology  of  many  cases  of  strumous  disease  of  joints. 

Care  should  be  taken  in  probing  them  through  a 
sinus  opening  externally,  as  they  are  often  bounded 
next  the  joint  by  the  articular  cartUage  alone,  and 
this  might  be  inadvertently  detached. 

When  confined  to  the  interior  of  the  bone,  and 
very  chronic,  the  only  symptom  perhaps  is  localised 
aching,  and  the  chief  sign  a  fixed  spot  of  tenderness 
to  touch. 

Once  opened,  they  rarely  close  spontaneously,  or, 
if  so,  only  for  a  time.  The  tension  being  relieved  by 
discharge,  the  sinus  leading  to  the  abscess  cavity 
shrinks  until  the  re-accumulation  of  pus  again  raises 
the  pressure  and  renders  the  orifice  patent.  Tre- 
P^™[n&  by  giving  a  free  exit,  removes  the  tension 
which  IS  the  chief  local  cause  of  non-obliteration  of 
these  cavities.  Granulation  tissue  then  encroaches 
upon  the  space  without  hindrance,  and  organisa- 
tion into  fibrous  tissue  or  bone  puts  an  end  to  further 
trouble. 


CHAPTER  XXXVII. 

MOLLITIES  OSS  lUM— OSTEOMALACIA, 

mall"'%f'r!'  in  females  than  in 

mic  adult  -f   "'  '  '^"'^^/  «f  and 

mid-adult  hfe  ;  it  i«  not  found  in  cliihli-en.    By  some 
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it  is  supposed  to  be  a  premature  senile  decay;  but 
atrophy  of  the  bones  of  old  people  does  not  as  a  rule 
assume  this  form.  We  may  safely  conclude  that  its 
I'eal  cause  is  unknown. 

Like  rickets,  it  seems  to  be  the  expression  of  a 
general  disease,  or,  at  least,  a  morbid  state  of  the 
osseous  system,  and  not  a  mere  local  or  accidental 
disturbance  of  nutrition  in  one  bone  or  group  of 
bones. 

The  greater  part  of  the  skeleton  may  be  involved  ; 
the  vei-tebrse,  ribs,  pelvis,  and  long  bones  suffer  most ; 
the  bones  of  the  cranium,  carpus,  and  tarsus  enjoy  a 
much  greater  immunity. 

MorI>i<l  anatomy. — In  the  long  bones  the  dis- 
ease commences  in  the  medullary  canal,  and  then 
extends  to  the  medullary  spaces  and  Haversian 
systems  of  the  cancellous,  and  finally  the  compact 
bone. 

The  periosteum  seems  to  take  little  or  no  part  in 
the  process  ;  in  fact,  Rindfleisch  ascribes  to  it  a  con- 
servative role,  and  says  that,  by  nourishing  the  peri- 
jDheral  layers  of  compact  bone,  it  checks,  and  even 
prevents,  the  outermost  lamina;  from  being  absorbed 
The  disease  is  a  progressive  one,  and  rarely  stops 
before  the  long  bones  are  hollowed  out  into  mere 
shells,  encased  in  a  parchment-like  layer  of  bone, 
or  riddled  with  cystic  cavities  ("cystic  degenera- 
tion "). 

Billroth  mentions  two  cases  of  local  osteomalacia 
in  the  long  bones  of  the  extremity ;  but,  as  both  were 
the  subjects  of  caries  of  the  joints,  the  osteoporosis 
was  probably  caused  by  rarefying  ostitis  and  fatty 
atrophy  from  disuse ;  the  microscopy  is  not  given. 

In  the  vertebraj,  pelvis,  sternum,  and  ribs  it  com- 
mences in  several  parts  of  the  cancellous  tissue  at  the 
same  time,  as  shown  by  the  numerous  scattered  exca- 
vations. 
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Naked-eye  appearances,  etc. —  In  the  early 
stage  there  is  very  marked  congestion  of  the  medulla, 
in  the  central  canals  of  the  long  bones,  and  the  medul- 
lary spaces  of  the  cancellous  tissue  generally.  The 
dark-red  colour  seems  to  point  to  the  congestion  being 
passive  rather  than  active.  As  the  vessels  are  imper- 
fectly supported,  capillary  ruptures  take  place.  Later 


Fig.  .34.-M:ollitie.|  Ossium -Splinter  of  Bone  from  the  SponRv 
Substance  of  an  affected  Eib 

arc  «a„in«\vid'i.|j- '  1  3«llb.''  '^/lerVind^^  T"^'  ^1'"'"^-  ^'^ssds 

on,  cystic  cavities  are  formed  by  absorption  of  bony 
trabeculse  and  liquefaction  of  the  medulla.  These  are 
hi  od  with_  an  albuminous  fluid,  clear,  or  turbid  from 
fatty  dcbr.s,  and  blood  pigment  the  remains  of  ex- 
travasations. When  the  cysts  cease  to  enlarge  they 
become  hnecl  with  a  fibrous  n.end.rane,  but  littli 
va.scular.  Tins  is  derived  from  organisation  of  th. 
outer  portion  of  medullary  tissue  that  originally  iille.l 
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the  spaces,  and  from  fibrous  transformation  of  tlie 
decalcified  bone.  The  attenuated  softened  osseous 
trabeculas  are  so  soft  that  they  may  be  bent  or  cut 
quite  easily. 

Very  scanty  osteojahytes  are  occasionally  deposited 
beneath  the  periosteum  (Billroth). 

Microscopy — The  capillaries  of  the  aflfected 
moduUa  in  the  central  canals,  cancellous  spaces,  and 
Haversian  canals,  are  greatly  enlarged.  They  are 
o-mbedded  in  a  soft  gelatinous  substance  composed  of  a 
homogeneous  basis  containing  embryonic  cells,  some 
of  which  are  filled  with  large  fat-drops.  The  cells  are 
much  less  numerous  than  in  caries.  There  are,  be- 
sides, pigment  granules  and  free  blood-corpuscles. 
The  natural  fat  cells  disappear. 

The  bony  trabeculte  bounding  the  spaces  are  some- 
what festooned,  but  to  nothing  like  the  extent  as.  one 
sees  in  the  form  of  Howship's  lacunfe  from  caries. 
The  lime  salts  are  absorbed  before  the  animal  con- 
stituents, so  that  there  are  two  distinct  zones  around 
the  medullary  spaces,  the  one  composed  of  soft  de- 
calcified bone,  homogeneous  from  obliteration  of  the 
lacunse  and  canaliculi,  the  other  of  healthy  osseous 
laminas  (Fig.  34).  Billroth  defines  the  disease  as  a 
"fungous  fatty  osteomyelitis." 

Chemistry  oftlic  disease. — Rindfleisch  suggests 
that  the  actual  cause  of  absorption  of  the  calcareous 
salts  may  be  free  carbonic  acid  contained  in  the  blood 
of  the  congested  medulla.  This  seems  very  doubtful. 
Weber  has  demonstrated  the  presence  of  lactic  acid  in 
the  urine  and  bones,  but  this  is  more  likely  the  con- 
sequence than  the  cause  of  osteomalacia.  There  is  an 
excess  of  earthy  salts  in  the  urine. 

Defoi-iiiities. — As  the  morbid  process  causes 
rarefaction  and  softening,  the  bones  are  i-endered 
liable  to  cur\^atures  and  partial  and  complete  fracture, 
the  sum  t0ti.1l  of  which  is  the  wide-spread  deforniities 
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of  the  skeleton.  The  mere  weight  of  the  superin- 
cumbent parts  and  tlie  natural  muscular  contractions 
are  sufBcient  to  produce  the  most  striking  results  ; 
thus  the  ribs  are  bent  by  the  pressure  of  the  arm  in  the 
axillary  line.  They  fall  in  near  their  sternal  ends  and 
along  ihe  attachment  of  the  diaphragm.  The  weight 
of  the  trunk  increases  the  natural  curves  of  the  spine, 
and  the  vertebrae  at  the  same  time  undergo  more  or  less 
I'otatiou.  The  pelvis  assumes  a  trefoil  shape  under  the 
action  of  three  forces  :  the  weight  of  the  body,  which 
thrusts  the  sacral  promontory  forwards  and  downwards, 
and  the  counter  pressure  through  the  acetabula. 

The  long  bones  may  be  the  seat  of  many  fractures, 
partial  and  complete. 

Mollities  ossium  contrasted  witli  caries. — 
(1)  Mollities  ossium  attacks  many  bones  at  the  same 
time  ;  (2)  each  bone  is  the  seat  of  scattered  foci  of 
absorption  and  excavation;  (3)  the  lime  salts  are 
absorbed  before  the  organic  constituents ;  (4)  the 
neoplasia  softens  and  liquefies,  but  does  not  caseate  ; 
(5)  the  cavities  formed  in  the  bones  have  regular 
walls,  which  are  sometimes  lined  with  a  fibrous  mem- 
brane;  (6)  the  disease  has  but  little  tendency  to 
subside  ;  and  (7)  it  does  not  begin  nor  spread  beneath 
the  periosteum. 

In  caries  the  reverse  of  the  above  obtains. 


CHAPTER  XXXVIII. 

DISEASES    OF    THE  JOINTS. 

_  When  studying  the  pathological  changes  going  on 
in  an  mflamcd  joint,  it  is  well  to  direct  a  systenmtic 
attention  to  the  character  of  the  secretion,  the  synovial 
membrane,  articular  cartilage  and  bones,  the  fibrous 


264 


Surgical  Pathology.  [Chap.  xxxviii. 


capsule,  and  interarticular  ligaments  where  these  exist. 
It  will  be  found  that  the  anatomical  comironents  of  a 
joint  are  modified  individually  or  collectively,  in 
different  degrees  and  in  varying  manner,  according  to 
the  nature  of  the  cause  that  sets  up  the  morbid  pro- 
cess ;  e.g.. 

Simple  traitmatic  arthritis  is  characterised  by  the 
large  amount  of  serous  exudation,  with  but  little 
tendency  to  the  secretion  of  pus,  whilst  the  cartilage 
and  bone  are  practically  untouched. 

Sto-imious  arthritis  commonly  ends  in  suppuration 
and  "ulceration  of  cartilage  and  bone." 

Gouty  arthritis  is  marked  by  a  slow,  but  perma- 
nent, change  in  the  articular  cartilage,  deposit  of 
crystals  of  urate  of  soda,  and  recurrent  attacks  of  very 
painful  effusion. 

Pyaimic  arthritis  causes  a  marvellously  rapid 
purulent  effusion  from  the  synovial  membrane,  often 
with  comparative  freedom  from  pain. 

In  chronic  i^heumatic  ari/m';; is  the  most  notewortliy 
features,  from  a  clinical  point  of  view,  are  the  extreme 
chronicity  and  steady  downward  course ;  from  an 
anatomico-pathological,  the  scantiness  of  the  exudation 
(dry  arthritis),  the  absorption  of  the  articular  car- 
tilages, the  eburnation  of  the  bones,  and  the  exuberant 
growth  of  osteophytes. 

Gonorrheal  rheumatism  is  often  very  intract- 
able, and  liable  to  recur  again  and  again. 

iEtiolog^^ — The  causes  of  arthritis  may  be 
classified  as  follows  : — 

1.  .Tratmiatism,  including  the  cases  that  arise  from 
the  spreading  of  inflammation  in  the  continuity  of 
tissue  from  other  ])arts  ;  e.g.,  a  diseased  bone. 

2.  Acute  blood-poisoning :  (a)  the  acute  specific 
fevers  ;  and  (b)  pyajmiaand  syphilis,  gonon-licea  (?). 

3.  Diathetic  states:  gout,  I'heuuiatism,  scrofula, 
hsemopliilia. 
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4.  Trophic  lesions  and  vaso-motor  paralyses  :  loco- 
motor ataxia. 

5.  Degeneration  from  old  age:  "  senile  scrofula." 
Notice  of  the  previous  state  of  nutrition  of  the 

articular  structures  must  not  be  omitted.  When  we 
say  that  a  certain  poison  selects  a  certain  tissue  for  its 
local  manifestation,  the  truth  is  only  half  expressed. 
The  tissues  play  a  very  important  part  in  the  history 
of  the  causation  of  their  morbid  states.  This  is 
nowhere  better  exemplified  than  in  the  joints.  In  gout 
there  is  a  great  predilection  for  the  tarso-metatarsal 
articulation  of  the  great  toe.  In  scrofula  it  is  the 
hip,  knee,  and  the  joints  of  the  hands  and  feet;  in 
dry  arthritis  the  hip,  shoulder,  knee,  and  temporo- 
maxillary  articulation,  and  the  digits  ;  in  gonorrhceal 
rheumatism  the  knee  and  wrist.  Previous  disease, 
whilst  it  increases  the  liability  to  subsequent  attacks' 
seems  to  confer  a  quantitative  protection  in  some 
cases.  Thus,  if  a  healthy  joint  be  wounded,  there  is 
great  danger  of  acute  destructive  inflammation,  gene- 
ral constitutional  disturbance,  and  high  fever.  It  is 
very  diflFerent  in  the  case  of  one  damaged  by  chronic 
strumous  arthritis.  Parallel  cases  are  furnished 
by  the  normal  peritoneum  and  an  old  thickened  her- 
nial sac. 


CHAPTER  XXXIX. 

STRUMOUS  ARTHRITIS. 


Synonyms—White  swelling  ;  fungous  disease  or 
pulpy  degeneration  of  the  synovial  membrane  :  ulcera- 
tion 01  cartilafre 

Causes — The  disease  is  common  in  patients  of 
obvious  strumous  diathesis.  It  is  likewise  met  with 
where  there  is  no  other  departure  from  good  health. 
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It  may  be  traceable  to  an  injury  as  tlie  exciting  cause. 
{Vide  Scrofula.) 

Morbid  anatomy — The  disease  begins  in  the 
synovial  membrane  or  the  bone,  never  in  the  cartilage. 
Pathologists  differ  as  to  the  relative  degree  of  frequency 
of  the  two  sources.  Many  believe  that  in  a  great 
majority  of  cases  it  starts  in  the  synovial  membrane. 
My  own  observations  lead  me  to  conclude  that  in  not 
a  few  instances  the  bone  is  primarily  afi'ected,  especi- 
ally in  the  carpus  and  tarsus.  In  the  hip  joint  the 
ligamentum  teres  is  sometimes  held  to  be  the  seat  of 
tbe  initial  lesion,  but  then  it  is  really  the  synovial 
membrane  tliat  suiTounds  the  ligament. 

At  first  the  synovial  membrane  is  of  a  bright  pink 
colour  ;  it  looks  glistening,  and  is  slightly  swollen. 
The  microscope  shows  dilatation  of  the  capillaries,  and 
some  leucocytes.  Later  on,  the  swelling  becomes  more 
marked  ;  the  surface  endothelium  is  shed,  and  the 
meshwork  of  areolar  tissue  is  no  longer  visible.  Its 
fibres  have  softened  and  rnelted  away,  the  whole  being 
overrun  with  wandering  cells.  In  short,  the  folds  and 
fringes  have  been  converted  into  a  reddish  grey  mass 
of  gelatinous  granulation  tissue.  Grey  granulations 
have  been  demonstrated  in  the  synovial  membrane. 

By  this  time  the  cartilage  is  involved  at  the 
periphery ;  it  has  lost  its  pearly  lustre  and  firm 
consistence.  The  change  consists  of  a  mucoid  lique- 
faction of  the  matrix  and  a  proliferation  of  the  cells. 
Vertical  sections  show  successively  from  the  free 
surface  a  layer  of  indiff'erent  cells,  broods  of  cells  in 
process  of  joining  one  another,  cartilage  corpuscles  in 
various  stages  of  segmentation,  ami  he;iltliy  cartilage. 

Tha  fliLtd  in  the  joint  is  now  thin  and  cloudy  from 
the  presence  of  leucocytes  and  fat  particles. 

The  fungous  granulation  tissue  goes  on  increasing 
by  the  development  of  new  vessels  and  continued 
exudation  until  it  fills  all  the  crevices  of  the  joint, 
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pushing  its  way  between  the  bones,  and  rooting  its 
vessels  in  the  softened  cartilage  as  it  passes  over  it. 
At  length  the  entire  thickness  of  cartilage  is  destroyed 
in  patches,  and  the  bone  is  attacked  with  rarefying 
ostitis  (caries). 

In  some  cases  the  cartilage  is  absorbed  on  tlie 
articular  and  osseous  surfaces  at  the  same  time,  so 


Fig  35.— Diagram  of  a  Section  of  a  Knee-ioiut  (tlie  luterarticnlar  Carti- 
lages have  been  left  out,  the  Articular  Cartilages  shaded),  with 
rungous  Inflammation. 

n,  <i,  Fibrous  capsiilo  ;  6,  crucial  liL'nnicnt ;  c,  femur :  d,  tibia ;  o.  c,  fiinunus  <ivno- 

n7J.'^!rilnlo!'%^'''''TV'« '!'■'■'' tn'enfc'niWs  intd'tbLMjoie: 
at  (/are  isolated  proliCcratious  i>t  tlio  prranulations  into  the  boue  ou  the  boi-  ler 
between  bono  and  cartilage.   U/ter  Billrotb.)  uoiiar 

that  flakes  are  set  free  in  the  joint,  whilst  other  por- 
tions are  so  loosened  from  their  attachment  to  the 
bone,  that  tlie  handle  of  a  scalpel  can  be  readily 
thrust  between  the  two  structures  (Fig.  3o).  The 
older  pathologists,  struck  by  this  state  of  thino-s 
named  the  disease  "ulceration  of  cartilage,"  but, lis 
I)efore  said,  this  is  always  secondary  to  funo-ous 
synovitis  or  ostitis. 


268 


Surgical  Pathology.    [Chap.  xxxix. 


"Starting"  pains  indicate  not  only  that  the  car- 
tilage IS  ulcerated,  but  that  th«  bones  are  exposed  in 
the  joint. 

By  this  time  the  joint  usually  contains  pus,  and 
molecular  and  shreddy  debris  of  broken-down  granula- 
tion tissue  and  cartilage.  Instead  of  diffuse  sup- 
puration, localised  abscesses  may  form  in  succession  in 
different  parts  of  the  joint,  open  externally,  discharge 
tor  a  while,  and  then  close,  leaving  the  permanent 
cicatrices  in  the  soft  parts,  so  often  seen  about  partially 
dislocated,  stiff,  or  anchylosed  joints. 

When  the  bones  are  diseased,  either  primarily  or 
as  the  result  of  extension  of  inflammation  from  the 
joint,  they  are  affected  with  fungous,  atonic,  and  not 
seldom  necrotic  caries  {q.v.). 

The  cajjsule  is  softened  and  thickened.  On  section 
it  looks  gelatinous.  It  is  stretched  by  the  pressure 
from  within,  except  on  the  aspect  of  flexion,  where  it 
is  more  or  less  contracted. 

The  tissues  around  suffer  considerably. 

The  muscles  waste  from  disuse.  They  become 
fatty,  and  undergo  interstitial  cicatricial  absorjjtion ; 
hence  the  shortenins:. 

The  subctUaneotts  tissue  is  congested  and  cedem- 
atous.  Except  in  very  acute  cases,  the  shin  retains  its 
white  appeai-ance  (tumor  albus).  The  ends  of  the  hones. 
appear  enlarged,  but  this  is  misleading.  It  is  mainly 
due  to  swelling  of  the  soft  parts  and  the  shrinking  of 
the  muscles. 

Abscesses  not  unfrequcntly  form  outside  the  arti- 
cular capsule. 

Flexion  and  <1i<«localion  of  llie  joinl  ;  e.g., 
the  knee.  Flexion  is  caused  by  reflex  contraction 
of  the  muscles  (Hilton),  and  by  the  liydrostatic  pres- 
sure of  the  effusion  within  the  joint  (Bonnet).  The 
head  of  the  tibia  is  I'otated  out,  and  disjilaced  back- 
wards and  outwards.  Scvcial  forces  concur  in  efl'ccting 
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tiiis — atrophic  contraction  of  the  muscles,  shrinking 
of  the  capsule  and  external  ligaments,  destruction  of 
the  crucial  ligaments,  and  the  weight  of  the  limb. 


Fig.  36.— Hip  joiBt  affected  with  Strumous  Arthritis. 

Tlic  held  (if  tbe  femur,  a,  lias  lost  itg  cartilage  ;  the  articular  surface  iscomiinspd 
iif  iicirnup,  rarefied,  cancellous  tissue;  the  upper  and  jiosterior  part  of  I  lie 
acetaliular  nm  has  been  nlisorlied  liy  the  joint  action  of  the  carious  process 
and  the  continuous  pressure  of  the  head  of  tile  foiiiur  ;  h,  buttress  of  hone 
composed  of  sharp  stalactitic  osteophytes  thrown  out  to  support  the  dislo- 
catefl  h(  ad.  tOne-third  natural  size.} 

Terminations  of  the  <1iscai^c. — It  may  be 

arrested  at  any  stage,  perfect  movement  may  be  re- 
stored ;  more  often  stiffness  remains.  Anchylosis  i.? 
not  uncommon.  In  this  case,  the  granulation  tissue 
between  the  bones  organises  to  fibrous  tissue  or  bone. 
To  fibrous  tissue  only  if  the  cartilage  is  not  destroyed 
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in  its  entire  thickness.  Suppuration  and  complete 
destruction  of  the  joint  with  extensive  disease  of  the 
bones  is  far  from  rare. 

Hip-joint  disease. — In  some  works  the  minute 
anatomy  of  hii>joiut  disease  is  given  at  great  length, 
as  though  it  constituted  a  special  disease.  This  is  not 
the  case.  It  is  fungous  arthritis  (white  swelling),  and 
l)egius,  as  before  said,  either  in  the  synovial  mem- 
brane, or  the  bone,  as  implied  in  the  enumeration  of 
the  "articular,"  "femoral,"  and  "  acetabular "  varie- 
ties. What  makes  the  affection  so  important  is  its 
frequency,  anatomical  complexity,  and  clinical  gravity. 

The  abscesses  that  form  in  connection  with  the 
disease,  open  above  and  behind  the  great  trochanter, 
or  in  the  groin,  following  the  course  from  the  joint 
taken  by  the  internal  circumflex  artery. 

When  the  acetabulum  is  extensively  diseased,  pus 
often  collects  within  the  pelvis,  and  the  head  of  the 
femur,  or  what  remains  of  it,  is  sometimes  forced 
through  the  bottom  of  the  cavity  by  the  functional 
and  atrophic  contraction  of  the  muscles,  or  by  acci- 
dental pressure. 


CHAPTER  XL. 

CHRONIC  RHEUMATIC  ARTHRITIS. 

Synonyms. — Arthritis  deformans,  prolifci-ating 
arthritis,  dry  arthritis,  nodular  rheumatism,  malum 
coxiB  senilis,  rheumatic  gout,  osteo-arthritis.  These 
terras  refer  to  some  points  in  the  clinical  or  pathologi- 
cal history  of  the  disease,  which,  although  in  the  gross 
it  presents  wide  structural  variations,  is  suiliciently  well 
delined  in  its  general  features  and  anatomical  lesions. 

<J:inses. — The  etiology  is  obscure  as  regards  the 
immediate  cause  of  the  particular  tissue  change.  It 
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is  met  with  cliiefly  in  persons  beyond  mid-life,  and  in 
those  exposed  to  inclemencies  of  climate. 

The  disease  occurs  under  two  forms,  according  as 
it  is  localised  in  one  or  more  joints. 

In  the  former  case  it  attacks  the  large  joints, 
especially  the  hip,  and  as  it  is  incidental  to  advanced 
age  it  has  been  called  morbus  coxse  senilis.  It  is  mild 
from  the  first,  and  is  rarely  traceable  to  injury. 

The  polyarticular  variety  is  found  in  the  small 
and  medium-sized  joints,  those  of  the  digits  in 
particular.  It  affects  the  young  and  middle-aged 
rather  than  the  old,  women  more  often  than  men.  It 
begins  as  a  distinct  affection,  or  it  is  the  sequel  of 
acute  articular  rheumatism. 

Morbid  anatomy. — In  the  majority  of  cases 
the  cartilages  are  first  afiected,  but  the  synovial  mem- 
brane, bones,  and  ligaments  soon  become  involved. 
It  never  ends  in  suppui'ation.  In  this  way  it  stands 
in  marked  contrast  to  strumous  arthritis. 

The  disease  is  characterised  by  (1)  a  proliferation 
and  subsequent  destruction  of  the  articular  cartilage  ; 
(2)  by  eburnation  of  the  ends  of  the  bones;  (3)  by 
the  formation  of  ecchondroses  and  massive  rounded 
osteophytes;  (4)  by  chronic  inflammatory  hypertrophy 
of  the  synovial  membrane. 

The  joints  of  the  fingers  and,  less  frequently,  the 
toes  become  knobbed,  stifi"  and  contracted  (rheu- 
matismus  nodosus). 

The  internodal  portions  of  the  phalanges  waste 
very  much  from  disuse,  in  the  later  stages  of  the  dis- 
ease; in  fact,  they  may  almost  entirely  disappear 

Changes  in  the  cartilage — These  are  essen- 
tially proliferating  or  constractive ;  but,  inasmuch  as 
the  consistence  is  diminished,  the  new-formed  cells  and 
softened  matrix  are  gradually  worn  away  and  finally 
destroyed,  leaving  the  bone  exposed  and  condensed. 

The  surface  layer  of  cells  is  first  affected.  The 
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cells  multiply  by  segmentation,  but  so  slowly  that 
nistead  of  forming  small  round  unstable  granulation 
corpuscles,  as  is  the  case  in  Avhite 


swelling. 


they 
less  the 
cartilage 


case  m 

assume  more  or 
characteristics  of 
elements. 

The  primary  capsules 
enlarge  and  fill  with 
numerous  secondary  cap- 
sules. The  secondary  cap- 
sules are  contained  one 
within  another,  forming 
a  series  of  concentric 
rings,  or  they  remain  iso- 
lated within  the  primary 
capsules,  or,  if  this  has 
disappeared,  in  one  large 
capsule. 

By  softening  of  the 
matrix,  the  spaces  filled 
with  new  capsules  and 
cells  open  into  one  another, 
constituting  alveolar  spaces 
perpendicular  to  the  articular  surface  ;  very  similar 
to  Avhat  takes  place  at  the  border  of  normal  ossi- 
fication of  bone,  and  in  the  epipliysial  cartilages 
in  ricket.s.  The  superficial  capsules  dissolve  and  set 
their  contents  free  into  the  joint,  leaving  soft  wavy 
villous  processes  of  the  matrix. 

The  more  or  less  parallel  and  A"ertical  arrange- 
ment of  the  cells,  groups,  and  bands  of  matrix  is  due 
(1)  to  the  lateral  resistance  to  expansion  of  the  en- 
larging capsules  ;  (2)  to  the  normal  construction  of 
cartilage,  which,  altliough  it  appears  homogeneous  on 
section,  is  seen  on  fracture  to  consist  of  columns  set 
at  right  angles  to  the  bono,  i.e.,  in  the  direction  of 
greatest  pressure.    At  length  the  bone  is  exposed- 


Fig.  37. — Nodular  Eheumatisin. 
Surface  of  the  Cartilage. 

a.  Primary  rapsiilp  filled  witli  second- 
ary raiisules  about  to  open  into  tlic 
articulation:  ^,  segmented  matrix. 
Magnified  200  diameters.  {After 
Coruil  and  Ranvier.) 
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Changes  in  the  snbcartilaginous  bone. — 

This  also  undergoes  inflammatory  absorption,  but  as 
the  vascularisation  and  initial  rarefaction  are  out- 
stripped by  the  condensation  immediately  below  the 
surface,  the  spongy  cancellous  tissue  is  not  exposed. 
The  sclerosing  ostitis  causes  eburnation.  The  bone  is 
gradually  worn  away  and  polished  by  friction,  either 
uniformly  or  in  furrows. 

Clianges  in  the  synovial  membrane. — The 
synovial  membrane  becomes  more  vascular,  and 
swollen  and  thickened.  The  villi  or  fringes  stand  out 
as  club-shaped  protru- 
sions. New  processes 
are  given  off  from  the 
old  ones,  so  that  a 
branched  appearance 
is  produced  ("  arbor- 
escent budding"). 

The  fat  cells  dis- 
appear, and  their  place 
is  taken  by  exudation 
corpuscles,  some  of 
which  escape  into  the 
joint,  and  render  the 
tluid,  now  increased 
in  quantity,  more  or 
less  turbid.  But  the 
greater  part  of  the  in- 
flammatory neoplasia 
organises  into  dense 
connective  tissue. 
Some  of  the  indifler- 
ent  corpuscles  develop 
into  cartilage,  so  that 
nodules  are  formed, 
coalesce  into  thick  tuberculated 


Fig.  38.— Hip  joint  affected  with  Clirouic 
Eheumatic  Arthritis. 

Artici.lfirsiirface  of  tlir  fmuir  denuded  of 
Its  nirtilage,  biit  biihkiMi  frrnn  the  ehurn.a- 
tion  cduscciiienL  on  selerosintr  ostitis-  b 
nmnded  (isteopliytes.  Coiiiimre  this  flgure 
(One-third  natiirni  size.) 


with  Fig.  36. 


and  these  remain  isolated,  or 


Meanwhil 
s— 2 


masses. 

e,  the  lateral  portions  of  the  articular 
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cartilages,  less  subject  to  pressure  and  friction  than 
the  central  part,  whilst  they  proliferate,  are  not  worn 
away,^  but,  being  soft,  they  yield  like  indiarubber  to  a 
force  insufficient  to  cause  theii-  destruction.  Thus  the 
articular  surface  of  the  bone  is  greatly  widened.  In 
the  case  of  the  hip  joint  the  cartilage  (subsequently 
bone)  droops,  like  a  mantle  with  wavy  border,  from 
the  head  of  the  femur. 

The  cartilaginous  growths  in  the  synovial  mem- 
brane sometimes  form  jjedunculated  masses.  They 
frequently  calcify,  and  ossify  into  spongy  bone.  They 
are  liable  to  be  detached  and  roll  free  in  the  joint  as 
foreign  bodies.  They  sometimes  apj)ear  as  though 
"  glued  on  to  the  bone." 

The  secretion  iii  the  joint  is  thin,  and  clear  or 
cloudy,  never  purulent.  In  some  instances  it  is  con- 
siderably increased,  especially  in  the  earlier  stages  of 
the  inflammation.  In  others  there  is  scarcely  any  at 
all ;  this  is  notably  the  case  in  the  polyarticular 
variety,  which  afli'ects  the  digits  (dry  ai'thritis). 

The  extra-art icnJar  structures. — The  muscles 
of  the  limb  waste  from  disuse.  The  ligaments  become 
dense  and  contracted,  frequently  ossitied  ;  so  also  the 
tendons  attached  to  the  bones  around  the  affected  joint. 

Osteophjrtes  spring  up  fi-om  the  periosteum,  and 
grow  into  the  articular  capsule.  Many  are  isolated, 
and  lie  at  some  little  distance  from  the  joint. 

The  absorption  of  the  head  and  shortening  of  the 
neck  of  the  bone,  together  with  the  extensive  out- 
growths, give  to  the  hip  joint,  e.g..,  a  remarkable 
appearance,  justifying  the  name,  arthritis  d^/oi-nians. 
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Takf,  e.g.,  a  knee  joint  tliat  has  been  injured  by 
a  blow  or  strain,  or  that  has  inflamed  from  exposure 
to  wet  and  cold  ;  it  soon  becomes  painful,  especially 
on  movement,  so  that  walking  is  difficult.  The  pain 
is  of  an  aching  character,  from  stretching  of  the 
nerves.  Swelling  comes  on  very  quickly,  and  so 
rapid  is  the  eflusion  that  the  lateral  depressions  by 
the  patella  and  patellar  ligauK^it,  and  the  pouch 
beneath  the  triceps  muscle,  may  be  raised  into  pro- 
minences in  a  few  hours. 

The  skin  over  the  joint  retains  more  or  less  itf 
natural  colour.  The  joint  is  somewhat  flexed,  but 
not  to  the  extent  that  is  found  in  acute  sup])urative 
arthritis;  although  the  amount  of  fluid  it  contains  may 
be  much  greater  than  in  the  more  severe  aflfection. 
This  seems  to  prove  conclusively  that  the  chief  cause 
of  the  flexion  lies  in  the  reflex  contraction  of  the 
muscles  set  up  by  the  irritation  of  the  nerves  supplied 
to  the  synovial  membi'ane. 

If  tiie  fluid  be  drawn  off  by  the  aspirator  it  will  be 
found  to  be  clear,  or  slightly  cloudy,  from  shedding  of 
the  synovuil  endothelium,  exudation  of  leucocytes  and 
It  may  be  coagulation  of  fibrin  in  fine  flakes,  and  for- 
mation of  strings  of  mucin. 

If  such  a  joint  be  opened  the  synovial  membrane 
will  be  found  to  be  uniformly  pink,  puffy,  and  gela- 
tmous,  .showing  few  or  no  signs  of  suppuration  or 
disintegration.  Under  the  microscope  the  fibrous 
element  looks  glassy,  and  is  seen  to  contain  exudation 
cells, 
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Tlie  articular  cartilage  is  cloudy  on  the  surface, 
perhaps  a  little  softened.  The  superficial  cells  are 
granular  and  swollen,  and  sometimes  in  process  of 
segmentation.  The  primary  cartilage  capsules  are 
enlarged  ;  the  secondary  ones  more  numerous.  The 
matrix  is  somewhat  fibrillated. 

Such  a  case  resembles  inflammation  of  the  large 
serous  membranes  (pleurse,  pericardium)  in  the 
rapidity  with  which  the  synovial  membrane  pours  out 
large  quantities  of  fluid. 

Unless  the  articular  lesion  is  the  result  of  acute 
rheumatism,  the  constitutional  disturbance  is  not  great. 

As  the  inflammation  resolves  the  pain  goes,  and 
the  function  of  the  joint  is  restored.  Frequently, 
however,  it  subsides  into  the  chronic  form,  the  fluid 
remaining  in  excess. 


CHAPTER  XLII. 

CHRONIC  SEROUS  SYNOVITIS. 

This  disease,  called  also  hydrops  articulorum,  is 
either  the  sequel  of  acute  or  subacute  synovitis,  or  it  is 
obscure  in  its  mode  of  origin.  It  is  generally  met  with 
in  the  knee  joint,  and  it  affects  by  preference  young 
adult  males.  The  signs  of  inflammation  (save  one, 
swelling)  are  so  little  marked  that  some  pathologists 
regard  the  inflammation  as  a  simple  dropsy,  analogous 
to  hydrocele  of  the  tunica  vaginalis  testis  ;  but  from 
the  fact  that  it  is  often  the  remains  of  a  more  acute 
process,  and  that  in  a  series  of  cases  every  gradation 
may  be  met  with,  from  a  slow  painless  effusion  to  a 
fairly  rapid  exudation,  accompanied  by  increased  heat 
of  the  joint,  this  view  seems  untenable. 

Moi'bid  anatomy.- — The  Jhiid  may  be  slightly 
viscid,  but  as  a  rule  it  is  thin  and  serous.  The  synovial 
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membrane  is  slightly  swollen  and  (Edematous.  In  old 
cases  it  is  somevvliat  indui'ated  from  the  growth  of  a  low 
form  of  connective  tissue,  but  it  never  presents  the 
gelatinous  fungous  appearance  of  white  swelling,  and 
the  tendency  to  suppurate  is  almost  nil.  The  capsule 
is  stretched,  but  the  joint,  though  crippled  me- 
chanically, is  very  little,  if  at  all,  painful.  The  spon- 
taneous form  of  the  disease  is  often  symmetrical. 
This  points  to  a  local  inherent  weakness  of  tissue,  or 
to  some  constitutional  disorder.  Some  cases  have  been 
shown  to  be  tubercular.  The  greater  the  viscidity  or 
colloidal  nature  of  the  fluid,  the  more  difficult  is  its 
absorption. 


CHAPTER  XLIII. 

PHLEGMONOUS  OR  SUPPURATIVE  ARTHRITIS. 

Causes  :  (1)  Severe  injury,  especially  wound  of 
the  joint ;  (2)  spreading  of  acute  inflammation  from 
the  bones  or  soft  parts  ;  (3)  some  infective  material  in 
the  blood,  that  of  pysEmia,  oi",  more  rarely,  acute 
rheumatism,  or  the  specific  fevers. 

Suppui-ative  arthritis  from  purulent  in- 
fection sets  in  very  rapidly  ;  the  joint  may  be  dis- 
tended with  pus  in  a  few  hours.  In  these  cases 
the  synovial  membrane  is  injected  and  swollen,  but  not 
always  to  the  extent  that  one  would  expect  from  the 
amount  of  exudation.  The  cells  are  mainly  derived 
from  the  vessels  of  the  synovial  membrane.  Segmen- 
tation of  the  cells  of  the  articular  cartilage  furnishes 
others  when  this  structure  is  softened  and  eroded. 
There  may  be  embolic  infarctions  and  localised  dis- 
integrations of  synovial  membrane;  but  this  is  the 
exception. 

Traumatic  suppurative  artlnitis.  Here 

the  joint  is  intensely  painful,  sharply  flexed,  and 
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immovable  from  spastic  contraction  of  the  muscles 
The  outline  is  somewhat  globular;  for  the  capsule' 
subcutaneous  cellular  tissue,  and  skin  are  all  injected 
and  inflamed  ;  hence  the  elevations  caused  by  the  dis- 
tention of  the  synovial  pouches  are  lost  in  the  general 
swelling. 

The  synovial  membrane  is  intensely  red,  puffed, 
and  pulpy.  It  may  contain  yellowish  foci  of  minute 
interstitial  suppuration.  The  vessels  are  dilated  and 
pouched  ;  in  some  stasis  has  occurred.  The  surface 
has  lost  its  polish. 

The  cartilage. — This  is  obviously  affected;  the 
superficial  portion  is  softened,  pulpy,  and  either 
granular  or  slightly  villous.  The  microscope  shows 
an  active  proliferation  of  the  cells,  and  a  homoge- 
neous or  fibrillar  appearance  of  the  matrix.  The  secon- 
dary capsules  are  dissolved,  and  the  primary  ones 
filled  with  granulation  cells.  Next  the  joint,  no  trace 
can  be  seen  of  the  original  structure  ;  nothing  but  a 
layer  of  indifferent  cells  imbedded  in  the  luiuefied 
matrix. 

The  inflammation  of  the  cartilage  is  secondary  to 
that  of  the  synovial  membrane,  and  is  set  up  by  the 
irritation  of  the  secretion  poured  out  by  the  latter. 

The  articular  capsule  is  thick  and  gelatinous,  and 
the  surrounding  cellular  tissue  congested  and  cedema- 
tose. 

The  contents  of  the  joint  consist  at  first  of  an 
increased  synovial  secretion.  Very  soon  the  cavity  is 
filled  with  pus. 

If  tlie  inflammation  is  allowed  to  go  on  unchecked, 
the  cartilages  are  entirely  destroyed  nnd  the  bones 
exposed ;  tlie  capsule  softens,  and  is  converted  into 
granulation  tissue  ;  the  suppuration  is  no  longer  con- 
fined to  the  joint,  but  extends  rapidly  beneath  tlie 
fascia  around,  or  an  external  opening  is  formed,  and 
BO  the  tension  is  relieved. 
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There  is  severe  constitutional  disturbance,  with 
high  fever,  the  result  of  absorption  of  pyrogenous 
material  and  the  acute  pain. 


CHAPTER  XLIV, 

GONOERHCEAL  ARTHRITIS — GONORRHCEAL  RHEUMATISM  

URETHRAL  RHEUMATISM. 

GoNORRHCEAL  rheumatism  is  generally  considered 
to  be  a  mild  form  of  pyajmia,  due  to  purulent 
absorption  from  the  inflamed  urethra.  Bumstead  and 
Taylor,  however,  reject  this  theory.  Many  eminent 
authorities  hold  that  gonorrhoea  itself  is  not  a  specific 
disease,  but  a  simple  acute  suppurative  urethritis. 

It  occurs  in  only  a  fractional  percentage  of  persons 
affected  with  gonorrhcea,  and  must  therefore  be  sup- 
posed to  result  fi-om  some  accidental  alteration  in  the 
composition  of  the  secretion ;  or,  what  is  far  more 
probable,  from  a  disposition  of  the  synovial  membrane 
in  certain  individuals  to  become  inflamed  on  slight 
irritation.  Painful  swelling  of  the  joints  is  far  from 
rare  in  many  inflammatory  diseases,  particularly  those 
attended  with  suppuration.  The  simple  passage  of  a 
catheter  has  been  known  to  produce  the  same  result. 
The  disease  is  sometimes  very  obstinate,  and  is  liable 
to  recur  long  after  the  original  cause  has  disappeared, 
and  is  almost  certain  to  do  so  if  it  be  renewed. 

It  may  be  accompanied  by  inflammation  of  the 
scleroLic  coat  of  the  eye-ball. 

The  pathological  changes  are  the  same  as  in  acute 
and  subacute  synovitis  arising  from  other  sources. 

The  knee  joint  is  more  often  affected  than  any 
other.  The  inflammation  generally  subsides  after  a 
time,  but  It  may  go  on  to  complete  destruction  of  the 
articulation. 
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CHAPTER  XLY. 

HAEMORRHAGE  INTO  JOINTS. 

Causes:  (1)  Injury;  (2)  rupture  of  a  popliteal 
aneurism  into  the  knee  joint ;  (3)  liajmophilia ;  (4) 
some  blood  diseases,  e.g.,  scurvy. 

Traumatic    ha^martlu-osis  This  follows 

blows  on  the  joint.  The  extravasation  takes  place 
from  the  capillaries  of  the  synovial  membrane,  and, 
in  the  knee  joint,  from  the  broken  surfaces  of  a 
fractured  patella.  It  is  diagnosed  from  serous  effusion 
by  the  fluctuation  being  less  marked,  and  the  rapidity 
with  which  the  swelling  follows  the  injury. 

As  a  rule,  the  blood  is  entirely  absorbed,  but  occa- 
sionally fibrinous  coagula  remain." 

Ilicmorrhage  from  liaemopliilia  is  most 
common  in  the  knee  joint.  It  is  followed  by  a 
certain  amount  of  synovitis. 

Haemophilia  is  eleven  times  as  frequent  in  males 
as  in  females,  though  the  latter  usually  transmit  the 
disease  (W.  Legg).  Beyond  its  consequences,  the 
morbid  anatomy  is  unknoAvn. 


CHAPTER  XLVl. 

LOOSE  OR  MOVABLE  BODIES  IN  JOINTS. 

These  are  of  different  kinds :  ( 1 )  Tlie  most 
common  are  termed  melon-seed  bodies,  on  account  of 
their  prevailing  sliape,  i-ounded  at  one  end,  somewhat 
acuminate  at  the  other,  and  flattened.  Some  are  as 
small  as  a  hemp  seed,  others  are  many  times  as  large. 

A  healthy  synovial  membrane  is  finely  fimbriated; 


Chap.  xLvi.]    Movable  Bodies  in  Joints. 


281 


cartilage 


the  primary  fringes  consist  of  delicate  ai-eolar  tissue, 
covered  by  a  layer  of  endothelial  cells ;  and  loops  of 
capillaiy  vessels.  The  secondary  fringes  are  sometimes 
extravascular  (Rainey).  Kolliker  has  shown  that  the 
synovial  pro- 
cesses occasion- 
ally contain  a 
few 
cells. 

W  h  e  ther 
from  chronic 
inflamni  ation 
or  a  pure  hy- 
pertrophy, a 
part  or  the 
whole  of  the 
synovial  mem- 
brane of  a  joint 
may  be  covered 
with  small  pe- 
d  u  n  c  u  1  a  t  e  d 
bodies(Fig.  39). 

The  pedicles 
are  often  ex- 
tremely fine, 
and    the  least 
force  suffices  to 
rupture  them. 
The  melon-seed 
bodies,  then, 
are  clearly  en- 
larged synovial 
fringes.    Their  microscopical  structure  varies  ;  in  most 
cases  they  show  nothing  but  a  dense  homogeneous  fibri- 
nous material ;  sometimes  there  is  a  faint  concentric 
lamination  ;  very  rarely  cartilage  cells  can  be  seen. 
(2)  Rounded  or  nodular  masses  of  a  gelatinous 


Pig.  39.— Hypertrophy  of  tbe  Synovial  Fringes 
of  the  Knee  Joint. 

(I,  Articular  snrfacu  (if  Hicfpimir;  6,  patella;  c,  liga- 
iiientuju  iiatoll:!!  ;  rf,  iiortioD  oC  cnpBiile. 
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.  substance,  devoid  of  any  trace  of  organised  structure, 
ihey  are  either  fibrinous  exudations  from  the  sjniovial 
membrane,  or  swollen  degenerated  synovial  fringes  (1 
and  2  are  also  found  in  synovial  sheaths,  ganglia,  and 
mucous  bursas). 

(3)  Bodies  of  much  larger  size  than  any  of  the 
foregoing,  consisting  of  hyaline  or  fibrous  cartilage, 
either  in  the  natural  state,  or  ossified,  or  calcified. 
They  are  detached  from  arborescent  outgrowths  of  the 
synovial  membrane,  and  nodular  thickenings  of  the 
lateral  portions  of  the  articular  cartilages  in  chronic 
rheumatic  arthritis. 

(4)  Lipomatous  bodies,  hypertrophies  of  the 
cellulo-adipose  tissue  of  the  synovial  membrane. 

(5)  Portions  of  articular  cartilnge  split  off  by 
accident,  or  set  free  by  ulceration  (wliite  swelling). 

(6)  The  remains  of  blood-clots. 

(7)  Synovial  cysts. 

Groups  1,  2,  and  3  are  chiefly  met  with  in  the  knee 
joint. 

JOINTS  AFTER  INJURY  AND  DISEASE. 
With  regard  to  the  morbid  anatomy  of  arthritis, 
attention  has  so  far  been  chiefly  drawn  to  the  changes 
observed  during  the  progress  of  the  disease.  A  few  lines 
may  be  added  explanatory  of  the  permanent  daiuage  left 
after  the  pathological  storm  haa  jiassed  by.  The  signs 
of  "  old  joint  disease  "  are  very  varied,  but  they  will 
be  quite  easily  understood  if  the  chief  factors  in  deter- 
mining the  result  are  borne  in  mind.  In  the  first 
place  the  cause  of  the  inflammation  and  its  degree  of 
severity  must  be  kept  prominently  forwards;  other 
things  being  equal,  there  will  be  greater  destruction  of 
tissue  and  increased  liability  to  general  fibrous  or 
osseous  anchylosis  after  strumous  than  simple  traumatic 
arthritis,  provided  always  that  the  j^rocesses  of  repair 
are  not  altogether  prevented.  The  amount  of  serous 
ejfusion  has  a  tliroct  bearing  on  the  shajie  and  ai'range- 
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ment  to  be  taken  by  tlie  other  inflammatory  products  ; 
e.g.  in  chronic  synovitis  from  injury  to  a  healthy  joint, 
the  fluid  may  be  sufiicient  to  float  and  at  the  same 
time  keep  asunder  any  enlarged  synovial  fringes, 
and  so  prevent  their  joining  one  another  and  forming 
fibrous  adhesions.  Fig.  31)  may  be  taken  as  an  il- 
lustration. It  must  not  be  concluded,  however,  that 
because  the  fluid  is  in  excess  the  synovial  membrane 
must  necessarily  present  an  arborescent  appearance, 
for  in  some  cases  of  chronic  hydrops  there  is  veiy 
little  proliferation  of  tissue. 

The  extent  of  movement  in  the  joint  is  not 
without  its  influence ;  the  more  this  is  restricted  the 
greater  is  the  atrophy  of  the  bones  and  surrounding 
soft  tissues,  and  the  more  likelihood  is  there  of  com- 
plete fixity  from  anchylosis,  for  limitation  of  move- 
ment gives  physiological  rest  to  the  inflamed  tissues, 
and  so  an  opportunity  for  their  organisation  and 
repair ;  e.g.  in  white  swelling.  Again,  movement  means 
friction,  and  unless  there  be  enough  fluid  to  counter- 
act its  eflects  the  solid  products  of  inflammation  which 
are  ill  fitted  to  resist  pressure,  get  worn  away  ;  the 
extremely  varied  appearances  of  joints  afiected  with 
chronic  rheumatic  arthritis  (a  disease  essentially  pro- 
liferative) is  largely  owing  to  the  degree  of  move- 
ment ;  when  this  is  very  slight  the  opposed  articular 
cartilages  instead  of  being  eroded,  and  the  bone  ebur- 
nated  and  ]-)olished,  they  remain  covered  as  it  were 
with  an  eruption,  which  looks  like  drops  of  tallow  or 
wax. 

Movement  is  one  cause  of  elongation  of  the  pedicles 
of  enlarged  synovial  fringes. 

The  state  of  the  extrn-m  ticular  structures 

i.s  worthy  of  notice.  In  the  course  of  arthritis,  the 
muscles,  tendons,  and  ligaments  are  unequally  affected 
by  atroi^hy  from  disuse,  and  by  inflammatory  softening 
and  subsequent  cicatricial  shortening.    These  condi- 
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tions,  aided  by  the  other  forces  of  displacement  (fluid 
eSusion  and   physiological   conti-actiou  of  muscles) 
alter  the  natural  lines  of  pressure,  and  so  play  an 
important  part  in  fashioning  acquii-ed  articular  de- 
formities. 

Changes  in  the  articular  cartilage.  —  In 

stncmous  arthritis  the  articular  cartilages  are  liable  to 
marked  variation  according  to  the  extent  and  distribu- 
tion of  the  morbid  process  ;  in  one  case  they  may 
escape  erosion  except  at  their  peripheral  portions ;  in 
•  another  the  surface  layer  is  converted  into  granula- 
tion  tissue,   which  may  organise,  with  or  without 
fibrous  anchylosis  of  the  joint.     In  the  latter  event 
a  seam  of  fibrous  tissue  is  bounded  on  one  or  both 
sides  by  the  remains  of  the  cartilage ;  or,  lastly,  the 
whole  of  the  cartilage  may  be  destroyed,  and  that,  too, 
without  the  occurrence  of  suppuration.    The  author 
has  seen  the  femur,  tibia,  and  patella  fused  into  one 
mass  of  compact  bone,  which,  except  for  the  absence  of 
an  operation  scar,  might  easily  have  been  mistaken  for 
an  old  excision.    One  sometimes  comes  across  a  preim- 
ration  in  which  there  is  a  localised  loss  of  sul)stance  in 
the  articular  cartilage,  and  the  question  arises,  was  it 
of  traumatic  or  pathological  origin  ]   It  may  be  diffi- 
cult to  say,  but  if  the  depression  is  in  the  centre  of 
the  cartilage,  and  especially  if  there  are  a  few  groui>s 
of  pedunculated  hyjjertrophied  synovial  fringes  the 
presumption  is  strongly  in  favo\ir  of  traumatism. 
When,  however,  strumous  arthritis  begins  in  the  bone 
it  is  usually  the  central  portions  of  the  cartilage  that 
are  first  destroyed. 

The  state  of  the  cartilage  in  chronic  rheumatic 
arthritis  has  been  fully  described. 

In  gout  tlie  cartilage  may  be  rendered  so  brittle 
by  the  deposit  of  urate  of  soda  in  its  substance,  tliat 
plates  may  be  chipped  ofl'  or  portions  worn  away  by 
the  movemcmts  of  the  joint,  or  by  injury. 


CHAPTER  XLVII. 


ON  DEFORMITIES. 

Amongst  the  deformities  of  greatest  interest  to  the 
surgeon  are  those  involving:  (1)  Malposition  of  the 
bones  entering  into  the  articulations  of  the  extremities; 
and  (2)  curvatures  of  the  spine. 

The  shape  of  the  bones  may  remain  unaltered  ;  or 
it  may  deviate  widely  from  the  normal,  as  a  part  of 
the  initial  lesion,  or  as  a  secondary  result  of  mis- 
directed and  excessive  pressure. 

Causes. — The  causes  of  deformities  are  numerous : 

(1)  Arrested  or  perverted  development  during  intra- 
uterine life.  Such  are  the  congenital  defects  in  the 
different  varieties  of  club-foot,  dislocation  of  the  hip, 
spina  bifida,  and  meningocele  (cerebral).  That  most 
of  the  forms  of  club-foot  are  due  to  abnormal  foetal 
evolution  is  shown  by  the  great  regularity  of  disposi- 
tion of  the  structures  implicated  ;  thus  we  come  to 
arrange  them  in  certain  well-defined  groups.  Again, 
the  most  common  (talipes  equino-varus)  is  mainly  an 
exaggeration  of  the  position  assumed  during  complete 
rest,  i.e.  when  all  voluntary  musciilar  action  is  "with- 
drawn, as  in  the  cadaver.  Diefienbach  says  "  that  all 
children  are  born  with  the  first  stage  of  club-foot." 
This  is  only  true  in  a  physiological  sense,  for  when 
the  child  comes  to  walk  the  foot  takes  its  natural 
position  without  let  or  hindrance  from  alteration  in 
the  form  of  the  articular  surfaces  of  the  bones,  or 
contraction  of  ligaments,  or  paralysis  or  shortening 
of  muscles.  In  early  foetal  life  the  back  of  the  lower 
extremity  lies  in  contact  with  the  belly,  and  in  very 
rare  cases  it  has  been  known  to  be  fixed  there  by 
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integument  camraon  to  it  and  the  trunk.    As  develoi> 

TtTl"  T  '\  -  that  the  calf  comes 

to  look  backwards,  and  the  sole  of  the  foot  downwards 
iahpes  equmo-varus  may  be  considered  as  the  result 

b  fiS  r  "'''Ti  ^"-ommon  for  spina 

bihaa  to  be  associated  with  some  variety  of  club-foot 
and  pathologists  have  sought  to  connect  the  two  b^ 
supposing  that  the  latter  is  due  to  perverted  inneiwa 
tion.    l,ut  club-foot  usually  occurs  without  any  other 
sign  of  disease  of  the  spinal  centres  or  nerves.  In  one 
case  I  found  the  brain  and  cord  absent,  adliesion  of 
certain  fingers   to   the   palm,  extroversion  of  the 
bladder,  and  tahj^es  calcaneous.    It  seems  far  more 
probable  that  the  spinal  and  pedal  deformities  are 
mere  coincidences,  than  that  they  stand  in  relation  of 
cause  and  eflPect,  at  any  rate  during  intra-uterine  life. 
Ihe  only  structural  changes  are  those  due  to  arrested 
development  and  growth  ;  there  is  nothing  of  an 
inflammatory  nature. 

Intrct-iUerine  jiressiire  explains  certain  irregular 
defects,  and  perhaps  those  of  constant  and  definite 
type. 

Cruveilhier  held  that  talipes  varus  was  the  result 
of  pressure  combined  with  original  malposition,  the 
latter  condition  being  iM-obably  due  to  a  preliminary 
defective  development. 

The  researches  of  R.  W.  Parker  and  Shattock  led 
these  observers  to  draw  pretty  much  the  same  conclu- 
sion as  regards  the  eflects  of  pressure.  In  support  of 
this  theory  they  adduce  the  following  facts  :  (1)  Con- 
genital subcutaneous  bursa3,  covered  by  patches  of 
atrophied  skin,  have  now  and  again  been  found  over 
the  prominent  part  of  the  foot.  (2)  The  tarsal  bones 
are  much  altered  in  shai)e ;  e.g.  the  anterior  part  of 
the  OS  caJcis  is  incurved  in  congenital  varus,  so  that 
the  plane  of  the  cuboid  facet  is\]irected  unnaturally 
inwards  ;  and  the  navicular  facet  of  the  astragalus  is 
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subdivided  into  two  parts,  which  meet  at  varying 
angles,  the  inner  portion  of  the  facet  being  applied  to 
the  displaced  navicular  bone,  and  the  outer  left 
unoccupied  in  consequence  of  the  displacement.  In 
one  instance  bursse  developed  between  it  and  the 
skin. 

It  is  a  point  of  morphological  interest  that  in  the 
anthropoid  apes  the  outer  border  of  the  navicular 
facet  of  the  astragalus  is  well  inside  the  antero- 
posterior line  which  runs  through  the  middle  of  the 
trochlear  surface  of  the  same  bone  and  parallel  to  its 
inner  border.  In  the  normal  human  foetus  at  birth 
this  line  touches  the  outer  border  of  the  facet,  in  the 
adult  it  intersects  the  outer  part  of  articular  surface. 
The  obliquity  of  the  astragalus  in  the  ourang  gives  an 
angle  of  45",  wliich  was  found  exceeded  by  5°  in  a 
case  of  talipes  varus.  (3)  There  is  sometimes  a  mal- 
position of  other  bones  than  those  of  the  feet.  Shat- 
tock  records  an  instance  where  the  fibula  and  tibia 
were  so  twisted  on  their  long  axes  that  at  the  lower 
end  the  former  came  to  lie  in  front  of  the  latter. 
(4)  The  relative  amount  of  liquor  amnii  varies  at 
different  periods  of  pregnancy  ;  thus,  after  the  fourth 
or  fifth  month  the  proportion  is  so  small  that  the 
uterine  e5.vironment  of  the  foetus  begins  to  tell  on  its' 
position.  From  the  fifth  month  onwards  the  natural 
direction  of  the  feet  is  towards  the  aspect  of  flexion 
(Lusk).  It  may  be  stated  generally  that  the  first 
normal  position  of  the  foot  is  that  of  varus,  and  the 
second,  i.e.  after  the  fifth  month,  calcaneous.  If 
these  physiological  constants  become  exaggerated,  we 
have  the  corresponding  deformities.  Apropos  the 
limitation  of  movement  at  the  ankle  joint,  there  is 
the  fact  pointed  out  by  Hueter,  that  in  no  case  can 
the  thigh  and  leg  be  quite  straightened  at  the  time  of 
birth.  (5)  In  some  preparations  there  is  evidence 
of  want  of  movement  in  the  ankle  joint  in  the  shape 
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of  well-marked  adhesions.  (6)  Talipes  varus  is  not  un- 
frequently  one-sided. 

(2)  Faralysis  and  contraction  of  muscles. — The 
theory  of  antagonistic  contractions  holds  good  in  but 
a  limited  number  of  cases.  (We  refer  to  the  physio- 
logical contraction,  and  not  the  atrophic  shrinking 
from  forced  rest  in  unnatural  jjosition.)  After  disease 
of  the  hip  joint,  especially  if  complicated  with  disloca- 
tion on  to  the  dorsum  ilii,  the  heel  is  drawn  up 
(talipes  equinus)  to  compensate  for  the  shortening  of 
the  limb  and  tilting  of  the  pelvis.  In  this  instance 
there  is  both  dynamic  and  static  contraction  of  the 
calf  muscles. 

In  infantile  paralysis  certain  groups  of  muscles 
often  remain  permanently  paralysed  or  weak,  but  the 
opponents  do  not  drag  the  foot  in  the  opposite  direc- 
tion ;  the  position  assumed  is  that  caused  by  the 
weight  of  the  foot,  and  any  accidental  pressure  that 
may  bear  upon  it. 

Both  in  this  and  the  congenital  forms  of  club-foot 
the  deformity  is  afterwards  increased  by  misdirected 
pressure,  as  when  the  patient  comes  to  walk  upon 
the  outer  part  of  the  dorsum  in  the  latter  case,  or 
drags  the  limb  after  him  in  the  former. 

The  position  taken  by  the  hand  and  fore-arm  in 
injury  of  the  musculo-spiral  nerve  also  tells  strongly 
against  the  theory  of  muscular  antagonism.  Unless 
the  patient  voluntarily  uses  the  flexor  muscles,  the 
limb  hangs  in  a  state  of  rest,  slight  flexion  and  semi- 
pronation ;  and  further,  instead  of  the  flexors  con- 
tracting to  their  usual  extent,  the  grasping  power  of 
the  hand  is  greatly  diminished  from  want  of  the  sense 
of  resistance  by  the  extensors,  so  that  at  the  first 
one  might  think  there  was  some  actual  loss  of  power 
in  the  flexors.  The  full  efiect  of  the  extensor-paralysis 
is  brought  out  by  placing  the  upper  arm  in  the 
horizontal  position,  and  the  fore-arm  in  that  of  flexion; 
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then  it  is  seen  that  extension  of  the  elbow,  wrist,  and 
fingers  is  impossible. 

Again,  if  the  tendo  Achillis  be  divided,  say,  for 
overcoming  the  contraction  of  the  calf  muscles  in 
oblique  fracture  of  the  tibia,  the  foot  remains  some- 
what extended,  whereas  on  the  theory  of  antagonistic 
contraction  it  ought  to  become  flexed  (Volkmann). 

Physiological  contraction  of  the  muscles  alone, 
whether  arising  from  central  or  peripheral  irritation 
of  the  nerves,  is  rarely  continued  long  enough  to 
cause  permanent  deformity.  It  is  seen  in  the  "late 
rigidity  "  of  the  muscles  following  gross  lesions  of  the 
brain ;  but  here,  too,  the  muscles  undergo  interstitial 
atrophic  shortening  as  well. 

(3)  Cicatricial  and  atrophic  sliortening  of  the 
muscles  and  tendons. 

The  contraction  of  inflammatory  lymph  sometimes 
causes  deformity  of  the  joints,  e.g.,  the  thigh  may  be 
left  permanently  flexed  as  the  result  of  psoitis.  I 
have  known  talipes  equinus  follow  deep  -  seated 
phlebitis  in  the  calf  of  the  leg. 

If  a  joint,  e.g.,  the  knee  or  hip,  be  allowed  to 
remain  flexed  for  a  long  time,  the  muscles  and  liga- 
ments will  shorten  up  to  the  distance  between  their 
attachments  by  a  process  of  interstitial  absorption. 
In  Pott's  fracture  one  takes  care  to  place  the  foot  at 
a  right  angle  with  the  leg  before  putting  on  a  plaster 
casing.  If  this  be  neglected,  some  diflaculty  will  be 
afterwards  experienced  in  overcoming  the  resistance 
of  the  shortened  tendo  Achillis,  and  posterior  ligament 
of  the  ankle  joint. 

Prom  what  has  been  said  it  will  be  gathered  that 
the  chief  causes  of  deformity  lie  outside  the  joints. 
In  curvature  of  the  spine  a  softened  state  of  the  bones 
and  intervertebral  discs  greatly  aids,  and  in  fact  may 
be  the  chief  cause  of,  the  permanent  alteration  in 
shape. 

T— 2 
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CHAPTER  XLVIII. 

CURVATURE    OF    THE  SPINE. 

The  nature  of  the  curvature  depends  (1)  upon  tlio 
disease  which  causes  it;  (2)  upon  Ihe  diltibution  o 
the  morbid  process,  whether  it  extends  through  the 
eutn^e  length  of  the  column,  or  is  limited  to  a  certain 
region  or  part;  (3)  upon  the  condition  of  the  support- 
ing structures,  muscles,  and  ligaments  ;  (4)  upon  any 
extrinsic  pressure  or  traction  brought  to  bear  upon 
the  spine  ;  e.ff.,  m  disease  of  the  hip  joint  the  lumbar 
curve  IS  exaggerated,  together  with  a  certain  amount 
ot  rotation     Unilateral  pleurisy  may  alter  the  natural 
curves,  either  during  the  effusion  stage,  or  when  this 
has  passed  away  and  given  place  to  retraction  of  the 
same  side  of  the  chest  wall. 

Curvature  in  one  region,  such  as  that  which 
tollows  Potts  disease,  so  alters  the  position  of  the 
centre  of  gravity  that  unless  some  means  o{  compema- 
tion  were  provided  the  body  would  be  in  a  state  of 
unstable  equilibrium.  The  effect  of  kyphosis  in  the 
dorsal  spine  is  counteracted  by  secondary  lordosis  in 
the  lumbar. 

Diseases  Ciiiisingr  curvatiuc  1.  Certain 

congenital  defects.  The  lateral  portions  of  the  ver- 
tebrse  may  be  imperfectly  formed  with  or  A\ithout 
coincidental  defect  in  the  ribs.  The  writer  once  saw 
a  case  in  a  girl  aged  about  ten  years,  in  which  there 
was  a  firm  nodule  over  the  lower  dorsal  spine, 
apparently  a  cured  spina  bifida.  Opposite  this,  two 
or  three  of  tlie  ribs  on  one  side  were  fused  into  a  solid 
plate.  There  was  lateral  curvature  of  the  spine. 
2.  Caries  {q.v.) 


Chap.  xLviii.]  Curvature  of  the  Spine. 


3.  Rickets  \q.v.). 

4.  Osteomalacia  (y.v.). 

5.  In  aneurism  of  tlie  descending  thoracic,  or  ab- 
dominal aorta,  the  bodies  and  contiguous  parts  of  the 
neural  arches  of  the  vertebra  may  be  absorbed,  and 


this  may  lead  to  projection  with  lateral  deviation  of 
the  spine. 

6.  Chronic  rheumatism  {spondylitis  deformavx) 
sometimes  affects  the  vertebral  column.  In  these  cases 
the  anterior  common  ligament  is  usually  ossified,  and  tlie 
vertebriB  anchylosed.  The  spine  is  generally  thrown 
into  one  uniform  dorsal  curve,  and  there  are  compen- 
satory curves  in  the  lumbar  and  cervical  regions. 

7.  Fracture  of  tlie  bodies  of  the  vertebrae  (Fig.  40). 
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The  history  of  an  injury  and  the  concomitant  signs  and 
symptoms  su&ce  to  make  the  diagnosis  easy,  althou<.h 
a  long  time  may  have  elapsed  since  repair  took  place" 

».  Une  of  the  most  important  forms  is  that  known 
as     lateral  curvature."     It  is  doubtful  where  the 
ault  lies  m  the  first  instance.    Billroth  believes  that 
the  primary  cause  is  a  weakness  of  the  back  muscles 
and  that  the  ligaments  and  discs  are  soft  and  yielding 
and  the  bones  affected  with  a  "  mild  form  of  rachitis  " 
It  IS  most  common  in  girls  about  the  age  of  puberty 
and  m  those  compelled  to  sit  or  stand  for  a  Ion"  tinae 
in  a  constrained  position.     This  causes  a  sense  of 
tatigue,  and  to  gam  relief  the  spine  is  supported  un- 
equally, e.g.  by  the  hand  against  the  object  on  which 
tlie  patient  is  sitting.    This  gives  the  initial  curve, 
which  soon  becomes  exaggerated  and  permanent.  If 
the  dorsal  curve  is  to  the  right,  there  is  a  compensatory 
lumbar  curve  to  the  left;    compen!5atory,  but  not 
secondary,  for  in  all  probability  both  arise  together. 
When  the  lateral  curve  is  at  all  marked,  a  certain 
amount  of  rotation  or  twisting  is  also  observed.  After 
a  time  the  bodies  of  the  vertebrte  become  unequal  in 
depth  on  the  two  sides,  and  sometimes  they  are  more 
or  less  anchylosed  by  new  bone.  A  single  vertebra  may 
be  two  or  three  times  deeper  on  one  side  than  the  other. 

SPONDYLOLISTHESIS. 

Leishman,  in  his  work  on  midwifery,  teaches 
that  sj5ondylolisthesis  is  a  deformity  in  which  the 
last  lumbar  vertebra  slips  downwards  and  for- 
wards, and  directly  encroaches  on  the  conjugate 
of  the  pelvic  brim,  and  that  it  is  due  to  disease  of  the 
spinal  column.  The  recent  researches  of  Neugebauer 
show  that  the  above  definition  is  too  vague.  Accord- 
ing to  this  observer,  spondylolisthesis  "  is  a  deformity 
always  produced  during  extra-uterine  life,  without  the 
intervention  of   any  original  dyscrasia,  or  osseous 
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affection  of  an  inflammatory  or  specific  nature 
(rickets,  mollities  ossiiim,  caries,  ostitis,  etc.),  by  the 
physiological  weight  of  the  trunk,  aided  by  certain 
surgical  predisposing  causes,  and  that  the  deformity  is 


rig.  40a.— Fifth  Lumbar  Vertebra. 

ShowinK  complete  cleft,  e,  tbrougli  tbe  intermediate  portion,  or  that  hetwecn 
tlie  superior  articular  process,  c,  ana  tlie  inferior  articular  process,  b.  a, 
siiinous  proi-ess:  rt,  transverse  process.  The  alisence  of  sipus  of  disease  of 
the  hone,  and  the  want  u£  symmetry  hctween  the  two  laminie  of  the  neural 
arch,  togeiher  with  the  hilateral  disposition  of  the  clefts,  clearly  show  that 
we  have  to  do  with  defective  oRsirication,  and  not  inflammatory  absorption 
or  fracture.  In  this  case  spondylolisthesis  had  not  deve.oped. 

not  confined  to  the  lumbo-sacral  articulation  of  the 
.spinal  column,  nor  dependent  on  the  age  or  sex  of  the 
patient."  Prior  to  the  enunciation  of  Neugebauer's 
hypothesis  three  theories  had  been  advanced  to 
explain  the  deformity:  (1)  that  it  was  due  to  con- 
genital hydrorachis ;  (2)  that  it  was  due  to  dislocation 
of  the  lumbo-sacral  joints  ;  (.3)  that  it  was  the  result 
of  softening  of  the  neural  arch  from  caries.  The  first 
two  have  little  or  no  foundation  in  fact,  and  must  be 
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Sn'o^f  V""^'^?.*^^  third  involve,  a  misinterpreta- 
tion of  tacts,  and  is  therefore  unsatisfactory.  ^ 


Fig.  40b.— Spondylolisthesis. 


S;!n.?i";v!lTX  '^Xh^'^^t^JJT'^^  nnO  forwards.  a„„ 

lu  refutation  of  the  last  liypotliesis  it,  may  be  re 
marlced  that  carie.s  of  the  spine  veiy  rarely  destroy.s 

*  l*"igs-  40a  and  40b  were  drawn  from  prfipa rations  in  the 
Museum  of  University  College,  by  permission  of  the  curator, 
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the  neural  arches  to  such  an  extent  as  to  allow  of  dis- 
placement of  the  body  of  one  vertebra  upon  another ; 
it  is  more  common  for  the  neural  arches  to  become 
anchylosed  by  new  bone.  Again,  in  most  of  the  known 
specimens  of  spondylolisthesis  the  vertebrae  do  not 
present  the  ordinary  signs  of  antecedent  caries,  there 
is  no  caseation,  and  no  abscess  formation. 

The  two  predisposing  causes  of  the  deformity,  one 
of  which  is  essential,  are  :  (1)  a  congenital  defect  of 
ossification  in  the  interarticular  portion  of  the  neural 
arch  of  the  last  lumbar  vertebra  ;  (2)  fracture  in  the 
same  situation,  or  it  may  be  through  the  articular  pro- 
cesses of  the  first  sacral  vertebra.  The  proximate 
cause  is  the  weight  of  the  trunk  acting  on  the 
muscular  and  ligamentous  supports,  which  it  stretches. 

It  by  no  means  follows  that  a  solution  of  osseous 
continuity  of  the  neural  arches  entails  displacement  of 
the  superjacent  column,  this  is  an  accident,  as  it  were, 
and  depends  upon  an  inability  of  the  soft  structures  to 
bear  the  strain  thrown  upon  them ;  it  is  all  the  more 
likely  to  happen  if  there  be  enlai-gement  of  the 
abdomen  (e.g.  from  pregnancy),  for  then  the  force  of 
displacement  is  increased. 

The  deficiency  or  absence  of  ossification  of  the 
posterior  segment  of  the  fifth  lumbar  vertebra  above 
referred  to  occupies  the  intermediate  portion,  or  that 
between  the  superior  and  inferior  articular  processes. 
The  result  is,  that  when  the  body  of  the  vertebra  is 
displaced  forwards  by  the  weight  of  the  trunk,  it 
can-ies  with  it  the  pedicle  of  the  neural  arch,  the 
transverse  process,  and  the  upper  articular  process; 
whilst  it  leaves  the  posterior  segment,  consisting  of 
the  spinous  process,  the  lamina  of  the  neural  arch,  and 
the  inferior  articular  process,  fixed  in  its  natural 
position. 

It  is  obvious  that  a  fracture  through  the  inter- 
articular portion,  witli  defective  fonnation  of  callus. 
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the  neural  arch  necessarily  becomes  greatly  lontted 

d^S'e'd  fiXr^T  "  ""Tf'""  b/synostosis  of  the 
msplaced  fifth  lumbar  with  the  first  sacral  vertebra 

11  displacement  occurs  after  fracture  through  the 
articular  processes  of  the  first  sacral  vertebm  these 
processes,    together   with   the   entii^e  fifth  lumbar 
vertebra  ax^  carried  forwards  until  they  are  broulh 
into  contact  with  the  posterior  surface^of  the  body 
of  the  first  sacral  vertebra.    In  support  of  the  view 
that  spondylolisthesis  has  sometimes  a  congenital  basis 
It  may  be  stated  that,  in  addition  to  the%resence  of 
fissures  m  the  interarbicular  portion  of  the  fifth  lumbar 
vertebra,  m  certain  cases  the  neural  arches  of  the 
upper  sacral  are  jDartly  wanting. 

Hergott  considers  that  alteration  of  structure  of 
tfie  bone  is  the  most  important  condition  that  gives 
rise  to  the  deformity,  and  that  traumatism  is  only  an 
accessory  cause.  Jfeugebauer,  on  the  other  hand 
maintains  that  the  origin  of  the  lesion,  when  not  con- 
genital, is  always  an  injury  behind  the  bodv  of  the 
vertebra,  and  that  the  ostitis  and  deformity  are  deutero- 
pathic. 

CHAPTER  XLIX. 

DEFORMITIES*  OF  THE  FOOT,  KNEE,  AND  HIP. 

Talipes  eqiiino-variif^  is  the  most  common 
variety  of  congenital  deformity  of  tlie  foot  Tiie 
extension  is  due  to  a  contracted  state  of  the  tendo 
Achilhs  ;  the  inversion  to  a  like  defect  in  the  tibiales 
especially  the  tibialis  posticus.  The  ball  of  the  great 
•  For  an  account  of  the  causes  of  deformities  see  chap,  xlvii. 
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toe  is  approximated  to  the  heel,  and  the  plantar  fascia 
is  shortened.  The  dorsum  and  outer  border  of  the 
foot  are  more  convex  than  natural.  The  tarsal  bones 
are  more  or  less  wedge-shaped,  the  base  of  the  wedge 
being  outwards.  In  well-marked  cases  the  astragalus 
appears  as  if  partially  dislocated  outwards,  but  this 
appearance  is  really  due  to  the  inward  obliquity  of 
the  OS  calcis,  and  to  thickening  of  the  head  of  the 
astragalus  from  friction.  After  the  patient  has  learned 
to  walk,  the  deformity  increases,  for  the  pressure 
exerted  by  the  weight  of  the  body  is  misdirected. 
Being  greater  on  the  inner  portions  of  the  tarsal  bones 
than  on  the  outer,  growth  is  checked  in  the  former 
direction  ;  and  as  the  movement  of  the  bones  one 
upon  the  other  is  greatly  restricted,  they  may  become 
anchylosed.  The  liability  to  this  is  increased  by  the 
in-itation  caused  by  walking  and  standing  on  parts 
ill-adapted  to  receive  and  transmit  pressure.  For  the 
same  reason  callosities  and  subcutaneous  bursse  are 
developed.  The  fore  and  middle  parts  of  the  foot  are 
stunted  in  growth. 

The  foot  is  not  really  in  a  state  of  equinus,  al- 
though the  OS  calcis  is  displaced  upwards  and  back- 
wards, hence  some  pathologists  prefer  to  designate  the 
deformity  simply  talipes-varus.  The  shortening  of  the 
tendons  and  ligaments  on  the  antero-lateral  aspect  of 
the  foot  prevents  the  fore -part  of  the  latter  from  being 
directed  downwards. 

Talipes  eqiiinus  is  more  often  the  result  of 
injury  or  acquired  disease  than  a  congenital  deformity. 
In  the  case  from  which  Fig.  8  was  taken,  it  followed 
cicatrisation  of  a  gun-shot  wound  of  the  tendo  Achillis. 

There  is  shortening  of  the  calf  muscles  or  the  heel 
tendon.  A  dense  callosity  forms  over  the  balls  of  the 
toes.  The  toes  themselves  ai'e  pressed  and  drawn 
upwards,  so  that  they  become  partially  dislocated  on 
to  the  heads  of  the  metatarsal  bones. 
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Pes  planus  et  plano-valgrus  These  de 

formities  are  usually  met  with  in  youth  and  early 
adult  life.    They  are  comparable  to  genu  valgum  and 
lateral  curvature  of  the  sjDine.    As  the  consequence  of 
long  standing,  the  muscles  and  ligaments  give  way. 
Both  arches  of  the  foot,  antero-posterior  and  intero- 
external,  are  lowered.     "  The  head  of  the  astragalus 
projects  on  the  inner  border  of  the  foot,  and  the  main 
deformity  occurs  at  the  astragalo-scaphoid  joint.  The 
instep  falls  in  as  well  as  down.    In  very  severe  cases 
the  ^ heel  becomes  raised,  the  tuber  calcis  being  tilted 
up."   The  calf-muscles,  instead  of  simply  elevating  the 
foot,  expend  a  good  deal  of  force  in  causing  movement 
at  the  astragalo-scaphoid  articulation.    The  ligaments 
failing  to  support  the  strain  upon  them,  the  muscles 
are  in  a  constant  state  of  tension,  and  this  causes  the 
symptom  complained  of,  viz.,  aching  pain,  referred  to  the 
instep  or  sole  of  the  foot,  or  to  the  muscles  of  the  leg. 

Genu  valgrum  is  the  result  of  rickets  in  children, 
or  continued  strain  upon  the  knees  in  youths  and 
young  adults,  and  more  rarely  in  later  life.  The 
internal  lateral  ligament  is  stretched.  The  external 
and  the  biceps  tendon  shortened.  The  inner  condyle 
of  the  femur  is  said  to  be  hypertrophied.  What 
really  happens  is  this  :  if  the  bending  of  the  knee 
occurs  after  the  bones  are  fully  grown,  the  external 
condyle  atrophies  from  pressure ;  if  it  comes  on 
during  childhood  or  youth,  there  is  unequal  growth 
of  the  two  condyles  :  that  of  the  outer  is  checked  by 
the  weight  of  the  body  transmitted  through  it,  whilst 
that  of  the  inner  is  unrestrained.  In  rickets  there  is 
sometimes  knock-knee  of  one  limb  and  bandy-leg  of 
the  other.  This  is  due  to  the  way  in  which  the  child 
is  carried  by  the  nurse. 

Deformity  from  infantile  paralysis. — As 
before  said,  the  foot,  wlicu  in  a  state  of  rest,  is 
partially  extended  and  slightly  inverted.  The  position 
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is  assumed  and  maintained  by  the  weight  of  the  foot 
and  the  tone  of  the  muscles. 

In  infantile  paralj'sis  of  marked  degree  the  muscles 
are  not  only  placed  beyond  the  influence  of  the  will, 
but  there  is  a  want  of  tone  as  well.  The  paralysis  is 
rarely  so  extensive  as  to  involve  all  the  muscles  of 
a  limb  ;  usually  only  a  group  of  muscles  or  individual 
ones  are  affected.  Now  although  paralysis  of  one  set 
does  not  at  once  cause  displacement  by  the  con- 
traction of  the  antagonists,  still,  when  the  patient 
uses  the  foot,  the  want  of  power  of  support  in  the 
direction  of  the  paralysed  muscles  must  greatly  in- 
fluence the  development  of  the  deformity.  This, 
however,  is  chiefly  effected  by  other  agencies.  The 
foot  being  allowed  to  remain  in  the  position  assigned 
to  it  by  its  own  weight,  the  soft  structures  (muscles, 
tendons,  ligaments,  and  fascite)  undergo  an  atrophic 
shortening,  which  serves  to  perpetuate  the  mali)Osition. 
And,  again,  the  weight  of  the  body  thrown  upon 
the  foot  thus  displaced  aggravates  the  deformity  or 
alters  its  direction.  In  extreme  cases,  the  afi'ected 
foot  is  dragged  after  the  other  ;  and  the  inner  border 
and  fore  part  coming  in  contact  with  the  ground,  the 
extension  is  increased,  whilst  any  original  inversion  is 
removed,  or  even  replaced  by  eversion.  If,  on  the 
other  hand,  the  patient  is  able  to  use  the  limb  fairly 
well,  the  equinus  is  still  well  marked,  for  the  limb 
is  always  more  or  less  stunted  in  growth,  so  that  the 
sole  of  the  foot  cannot  properly  be  brought  to  the 
ground  in  progression.  The  tendency  is  also  to  roll 
in  or  out  according  as  the  want  of  support  is  greater 
on  one  side  or  the  other. 

Thus  the  deformity  from  infantile  paralysis  is  not 
a  definite  one.  In  depends  upon  several  factors :  the 
weight  of  the  foot,  loss  of  tone  in  the  paretic  muscles, 
secondary  contractions  and  elongations  of  the  muscles 
and  ligaments,  and  the  direction  of  pressure. 
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Infantile  paralysis  is  believed  to  be  due  to  atrophy 
ot  the  motor  ganglion  cells  in  the  anterior  cornua  of  the 
grey  matter  of  the  spinal  cord,  though  it  may  be  that 
the  nerve  endings  in  the  muscles  are  primarily  at  fault. 
Unless  the  power  of  the  paralysed  muscles  is  restored 
within  a  short  time  (say  a  month  or  two)  it  will 
probably  never  be  regained.  Subsequent  improvement 
m  the  contractility  is  then  chiefly  confined  to  fibres 
that  have  wasted  from  simple  disuse. 

When  the  paralysis  is  thoroughly  estabUshed, 
the  treatment  consists  of  measures  taken  with  a  view 
of  improvuig  the  nutrition  of  the  limb  in  general 
and  the  muscles  in  particular,  such  as  electricity  and 
massage  ;  and  in  preventing  and  correcting  deformities 
by  the  use  of  surgical  apparatus. 

Other  deformities  arise  from  congenital  absence 
or  contraction  of  muscles  ;  e.g.,  the  sterno-mastoid, 
arrested  development  of  a  bone  or  limb,  persistence  of 
a  branchial  cleft  in  the  neck,  etc. 

_  There  remains  for  description  the  pathology  of 
spina  bifida,  cerebral  meningocele  and  encephafocele, 
cleft  palate,  and  extroversion  of  the  bladder. 


CHAPTER  L. 

SPINA  BIFIDA. 

Spina  bifida  is  a  congenital  deformity  that  owes 
its  origin  to  arrested  development  of  the  neural  arches 
of  the  vertebrte. 

The  absence  of  development  or  coalescence  of  the 
lamiiue  allows  the  spinal  membranes  to  protrude,  and 
carry  with  them  the  cord  or  nerve  roots  ;  and  in  the 
case  of  the  sacral  spine  the  beginnings  of  the  nerve 
trunks. 
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The  tumour  is  situated  in  the  mid-hne  of  the 
back.  It  is  usually  globular  in  shape,  and  about  the 
size  of  an  orange.  When  oblong,  the  l?ng  axis  is 
parallel  to  the  sjlnal  column.  The  extent  m  this  direc- 
tion depends  upon  the  number  of  vertebrae  involved. 

The  lumbo-sacral  region  is  the  most  common  seat 
of  the  affection,  i.e.,  where  the  laminse  of  the  neural 
arches  are  naturally  late  in  completion  ;  but  no 
part  of  the  spine  is  exempt;  in  fact,  the  entire 
neural  canal  may  remain  open.  .    ,  , 

It  is  not  certain  whether  the  arrest  m  development 
is  always  primary,  or  whether,  in  some  instances  at 
least,  it  may  not  be  due  to  the  pressure  of  fluid  ac- 
cumulated in  the  canal.  The  occasional  coincidence  ot 
other  congenital  defects  {e.g.,  talipes)  seems  to  tell  m 
favour  of  the  former  hypothesis. 

The  wall  ot"  the  sac  is  composed  of  the  in- 
teoTiments,  the  dura  mater  and  parietal  layer  of  the 
arachnoid,  and  generally  also  the  visceral  layer  of 
that  "  membrane,"  so  that  the  fluid  is  contained  in  a 
cavity  continuous  with  the  subarachnoid,  or  "  internal 
arachnoid,"  space.  More  rarely  the  sac  is  lined  by 
the  parietal  layer  of  the  arachnoid,  and  the  fluid 
contained  between  the  parietal  and  visceral  portions. 
This  condition  is  known  as  "  hydro-meningocele." 

In  other  cases  the  central  canal  of  the  cord  is 
dilated,  and  the  cord  itself,  or  what  remains  of  it, 
spread  out  over  the  fluid  (hydro-myelocele,  syringo- 
myelocele), which  in  this  instance,  and  also  in  internal 
hydro-meningocele,  presents  all  the  characters  of 
cerebro- spinal  fluid. 

In  many  cases  the  tumour  is  a  pure  meningocele  ; 
i.e.  the  sac  contains  neither  spinal  cord  nor  nerve  roots. 

The  sac  is  unilocular,  or  divided  into  compart- 
ments by  partial  dissepiments.  The  skin  over  the 
tumour  is  sometimes  very  thin,  and  the  sac  of  such 
tenuity  as  to  rupture  spontaneously. 
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Now  and  again  a  central  dimple  can  be  seen  in 
the  swelling  marking  the  attachment  of  the  spinal 
cord  to  the  inner  surface  of  the  sac.    It  is  clear  that 


Fig.  41.— Lumbo-sacral  Spina  Bifida,  from  the  Body  of  a  Subiect 
aged  29. 

A  portion  of  the  sne  has  been  removed  to  cxjioso  the  norvcp,  6,  wliicli,  sftcr 
running  for  a  short  di.stHncc  in  tbe  cavity,  can  1)0  seen  to  enter  its  wall«- 
o,  MoUies  lit  vertehne  in  antero-jiostcrior  section.  There  is  lateral  ctirvature 
ami  rotation  of  tlie  spine.  (One-tliird  uiituial  size.) 


this,  and  the  existence  of  hydro-myelocele,  can  only  be 
met  with  in  the  dorsal,  cervical,  and  lumbar  regions, 
and  rarely  in  the  lower  part  of  the  last-mentioned 
.situation ;  for,  before  the  tumour  lias  reached  anv 
size,   the  cord  has  already   receded  in  an  upward 
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direction,  as  the  result  of  its  growth  bein^^  out- 
stripped by  that  of  the  spine. 

The  cerebro-spiiial  fluid  found  in  the  sac  is 
usually  quite  clear  and  colourless ;  but  it  may  be 
blood-stained  from  capillary  rupture,  or  slightly  turbid 
from  effusion  of  inflammatory  lymph  and  cells. 

Wilks  and  Moxon  describe  the  process  of  secretion 
as  an  "irritative  dropsy." 

Relation  of  the  nerve-roots,  nerves,  and 
spinal  cord  to  the  sac. — When  the  central  canal 
is  dilated,  the  cord  may  be  spread  out  over  the  inner 
surface  of  the  sac,  or  it  may  have  entirely  atrophied 
from  the  centrifugal  pi-essure. 

The  cords  of  the  cauda  equina  (nerve-roots) 
usually  course  through  the  centre  of  the  sac,  and 
"  those  which  would  naturally  correspond  to  the 
vertebrte  implicated  in  the  tumour  pass  through  the 
membranes  to  their  distribution,  while  the  lower  ones 
return  into  the  spinal  canal "  (Holmes).  The  nerve- 
roots  may  end  in  the  wall  of  the  sac,  or  they  may  be 
altogether  absent.  In  the  case  before  alluded  to 
(page  269)  there  was  no  trace  of  the  spinal  cord,  or  of 
the  roots  of  the  nerves,  in  the  neural  canal. 

Associated  deformities. — The  most  common 
is  chronic  hydrocephalus ;  next  to  this  some  variety  of 
club-foot,  usually  talipes  calcaneus. 

Pres.sure  applied  to  the  hydrocephalic  skull  Avill 
sometimes  increase  the  tension  of  the  sac  of  the 
spina  bifida  ;  but  frequently  the  fluid  collected  in  the 
ventricles  is  confined  there  by  obliteration  of  the 
Sylvian  aqueduct,  or  closure  of  the  communication 
between  tlie  fourth  ventricle  and  the  subarachnoid 
space  (Hilton).  The  latter  condition  I  found  in  a 
case  of  lumbar  spina  bifida  and  chronic  hydroce- 
phalus. 


304 


CHAPTER  LI. 

CEREBRAL  MENINGOCELE  AND  MENINGO-ENCEPHALOOELE. 

Cerebral  meningocele  and  meningo-encephalocele  are 
the  analogues  of  spinal  hydro-meningocele  and  hydro- 
myelocele  ;  i.e.,  the  protrusion  is  either  of  the  cere- 
bral membranes  alone,  or  of  these  together  with  the 
brain  substance  surrounding  the  ventricles.  The 
opening  in  the  skull  is  most  commonly  found  in  the 
occipital  bone ;  it  has  been  seen  at  the  root  of  the 
nose,  and  the  tumour  mistaken  for  a  nsevris.  More 
rarely  the  parietal  and  squamous  bones  are  perfoi'ated, 
and,  still  more  rarely,  the  base  of  the  skull.  In  the 
latter  case  one  would  expect,  on  developmental 
grounds,  to  find  the  floor  of  the  pituitaiy  fossa 
absent. 

The  cranial  sutures  are  generally  spared. 


CHAPTER  LIL 

CLEFT  PALATE  AND  HARE-LIP. 

In  the  human  being,  that  portion  of  the  upjjer 
jaw  which  carries  the  incisor  teeth  never  remains 
separate  from  the  rest,  except  as  the  result  of  arrested 
development  and  growth  ;  but  in  the  lower  niiiramals, 
e.g.,  the  dog,  it  exists  througliout  life  as  two  distinct 
bones,  called  "  intermaxiliary "  or  "  prom  axillary." 
And,  even  in  congenital  malformation  of  the  palate 
and  alveolar  arch,  the  fissure  never  runs  straight 
through  in  the  middle  line,  but  diverges  near  the 
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anterior  pai-t  of  the  jaw,  and  passes  out  between  the 
portions  of  bone  that  carry  respectively  the  mcisor 
and  canine  teeth.  That  is  to  say,  although  the 
osseous  continuity  between  the  maxillse  and  pre- 
maxillte  may  be  wanting,  the  premaxillaj  themselves 
are  always  united  into  one  piece  of  bone.  In  early 
fcBtal  life  there  is  one  large  cavity,  called  the  "  naso- 
bucco-pharyngeal ; "  this  is  subsequently  partitioned 
off  into  four  communicating  compartments,  the 
mouth,  pharynx,  and  nasal  fossse,  by  the  growth  of 
two  septa,  the  hard  and  soft  palate  and  the  septum 
nasi. 

The  roof  of  the  mouth  is  completed  by  the  union 
in  the  middle  line  of  two  laminEe  advancing  from  the 
sides  of  upper  jaw  and  palate  bones,  and  the  un- 
ossified  structures  behind.  If  this  union  fails  to  take 
place,  cleft  palate  is  the  result. 

It  may  consist  merely  of  a  bifid  uvula,  or  extend 
through  the  soft  palate,  or  through  the  whole  or  any 
portion  of  the  hard  palate  ;  but,  as  before  said,  it 
never  passes  out  in  the  middle  line  in  front. 

When  the  cleft  reaches  the  posterior  part  of  the 
intermaxillary  nodule,  it  may  bifurcate,  and  the  two 
limbs  of  the  fissure  isolate  that  piece  of  the  jaw. 
This  is  known  as  "double-cleft  palate."  Single  or 
double,  when  complete,  it  is  almost  invariably  con- 
tinuous with  a  split  in  the  upper  lip. 

Cleft  of  the  soft  palate  often  exists  alone  ;  so  also 
hare-lip  ;  but  cleft  of  the  hard  palate  is  rarely  found 
without  the  velum  being  implicated. 

As  the  roof  of  the  mouth  is  wanting  in  the 
middle  line,  it  is  clear  that  the  septum  nasi,  unless  its 
lower  border  remains  free,  must  deviate  to  one  side  or 
the  other,  in  order  to  join  the  hard  palate  ;  and  this 
is  what  usually  happens. 

When  the  cleft  in  the  alveolar  arch  is  double,  the 
intermaxillary  nodule  can  be  swayed  backwards  and 
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forwards,  and  the  rudiments  of  the  incisor  teeth 
which  it  contains  do  not,  as  a  rule,  develop  to  the 
normal  extent.  This  is  one  reason  why,  in  operations 
for  the  cure  of  the  deformity,  the  surgeon  often  elects 
to  remove  the  piece  of  bone. 

In  hare-lip  the  fissure  is  to  the  side  of  the  middle 
line ;  in  the  hare  it  is  situated  in  the  centre  of  the 
lip.  It  may  be  partial,  or  extend  into  the  nostril.  In 
the  latter  case,  the  ala  nasi  is  flattened,  for  the 
muscles  draw  it  and  the  corresponding  part  of  the 
lip  outwards. 


CHAPTER  LIU. 

EXTROVERSION  OP  THE  BLADDER  ECTOPIA  VESICA 

 HYPOSPADIAS. 

In  ectopia  vesicce  the  anterior  part  of  the  abdomi- 
nal wall  and  the  anterior  wall  of  the  bladder  are 
wanting.  At  birth  they  are  usually  present  in  the  form 
of  a  thin  membrane,  which  afterwards  dries  up  and  is 
cast  off  as  a  slough  by  the  development  of  a  ring  of 
granulations  at  its  peripheiy.  When  the  defect  reaches 
its  highest  grade,  the  proximal  part  of  the  i;mbilical 
cord,  instead  of  being  inserted  as  usual  into  the  Avail 
of  the  abdomen,  is  spread  out  as  a  membranous  lamina 
continuous  with  the  attenuated  structures  below,  and. 
after  ligature,  separates  with  them. 

The  posterior  wall  of  the  bladder  is  thus  exposed, 
and,  having  lost  its  support  in  front,  is  thrust  for- 
wards by  the  underlying  viscera,  so  that,  instead  of  a 
cavity,  there  is  a  bright-red  elevation  covered  with 
mucous  membrane. 

The  synipliysis  pubis,  too,  is  often  imjicrfectly  deve- 
loped, the  pubic  bones  being  united  by  a  ligamentous 
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band,  and  more  or  less  everted  by  the  resultant  of 
two  forces  exevted  by  the  adductors  of  the  thigh  and 
the  oblique  muscles  of  the  abdomen. 

The  urethra  is  wanting.  There  is  a  groove 
on  the  dorsal  surface  of  the  penis,  commencing  at 
the  lower  part  of  the  unnatural  opening  in  the 
bladder.  When  this  opening  is  confined  to  a  small 
aperture  above  the  pubes,  the  condition  is  known  as 
epispadias. 

In  ectopia  vesicfe  the  urine  constantly  escapes 
from  the  exposed  orifices  of  the  ureters,  and,  coming 
in  contact  with  the  skin  of  the  abdomen,  causes  con- 
siderable irritation. 

The  transition  from  skin  to  mucous  membrane  is 
imperceptible. 

Hypospadias  is  due  to  imperfect  development 
and  union  of  the  lateral  lappets  that  go  to  form  the 
normal  urethra.  It  may  extend  the  whole  length  of 
the  penis,  but  it  is  generally  confined  within  a  short 
distance  from  the  end  of  the  glans.  In  the  former 
case  the  scrotum  may  be  cleft.  Instead  of  the 
urethra  being  wanting  in  its  anterior  part,  as  described 
above,  there  may  be  a  small  opening  at  the  peno- 
scrotal angle  or  in  the  periuEeum. 


CHAPTER  LIY. 

FATTY  DEGENERATION  OF  ARTERIES,  AND  ARTERITIS. 

Many  terms  more  or  less  misleading  have  been 
used  in  the  description  of  ai'terial  pathology;  e.q., 
atheroma,  which  is  merely  the  consequence  of  prece- 
dent inflammation,  and  degeneration,  is  often  used  to 
indicate  the  substantive  disease.     In  this  work  the 
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morbid  processes  and  their  results  will  be  described  as 
they  occur  separately  or  in  combination. 

Fatty  deg-cneration  is  met  with  under  two 
conditioiis  :  (1)  As  a  primary  and  solitary  change;  (2) 
as  the  sequel  of  inflammation. 

(1)  Primary  fattij  degeiieration  is  best  seen  as  it 
affects  the  endothelial  and  subendothelial  layers  of 
the  internal  coat.  It  is  most  common  in  the  first  part 
of  the  aorta,  and  although  it  increases  in  frequency  as 
age  advances,  it  is  by  no  means  rare  in  early  life.  It 
causes  small,  slightly  elevated  yellowish  white  patches. 
The  fat  granules  are  for  the  most  part  arranged  in 
groups,  still  retaining  the  outline  of  the  stellate  endo- 
thelial cells  (Fig.  4a).  The  tissue  beneath  may  be  quite 
healthy;  so  that  these  cases  have  no  clinical  significance. 

The  fat  granules  are  absorbed  or  swept  off  by 
the  blood  sti-eam,  and  new  cells  replace  the  old  ones. 

But  the  degeneration  may  be  more  wide-spread  in 
the  coats  of  the  vessel.  This  is  very  constant  in 
senile  decay.  Rounded  and  bead-like  collections  are 
seen  in  the  middle  coat,  following  the  course  of  the 
elastic  laminae  and  muscular  fibre-cells. 

(2)  As  the  sequel  of  iiiflammation,  fat  molecules 
are  never  absent.  The  greater  part  of  the  contents  of 
"  atheromatous  abscesses  "  is  composed  of  them. 

Acute  endarteritis. — Primary  diff'use  suppura- 
tive or  phlegmonous  arteritis  is  unknown.  The  disease 
in  question  aflects  chiefly  the  large  arteries,  especially 
the  aorta.  In  some  cases  there  is  a  history  of  syphilis, 
but  in  most  the  cause  is  obscure. 

The  inner  surface  of  the  vessel  has  an  irregular 
greyish  semi-translucent  appearance,  as  if  melted 
gelatine  had  been  sprinkled  upon  it,  and  then  set. 
Some  jiatches  are  yellowish  from  fatty  change.  Calci- 
fication is  rare.  When  cut  into,  the  inflamed  spots 
arc  found  to  be  firm  and  gelatinous-looking.  The 
swollen  intima  may  be  many  times  thicker  than 
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natural.  The  middle  coat  is  move  or  less  involved, 
but  never  to  the  extent  as  in  chronic  arteritis 
(atheroma).  Under  the  microscope  the  diseased  struc- 
ture is  found  to  be  infiltrated  with  small  cells  which 
lie  parallel  to  the  laminsB.  The  cells  are  partly  derived 
from  the  vasa-vasorum,  partly  from  segmentation  ot 
the  subendothelial  corpuscles.    In  old  cases  the  cells 
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Fig  42.— Section  of  the  Tunica  Interna  of  the  Aorta,  in  a  case  of 
Acute  Endarteritis. 

This  section,  made  after  desicratioii  ol  the  wten,  sliows  the  proliferatioii  of  the 
elements  of  the  internal  membrane.  USier  Corml  and  Ran^ner.1 

may  almost  entirely  have  disappeared,  leaving  a  dense 
cai-tilaginiform  homogeneous  substance,  and  a  few  fat 
molecules. 

The  most  pronounced  case  I  have  seen  was  in  a 
subject  with  aneurism  of  the  aorta  and  both  popliteal 
and  the  right  femoral  arteries.    The  entire  aorta  was 
.studded  with  hard,  smooth,  grey  elevations,  from  the 
size  of  a  pin's  head  to  a  pea. 

Chronic  einlarteritis. — Atheroma.  This 
disease  is  said  to  begin  in  the  deeper  portion  of  the 
internal  coat.  Small  cells  accumulate  in  the  midst  of 
a  homogeneous  or  granular  matrix  of  exudation  matter, 
and  softened  coat  of  the  vessel.  This  goes  on  until 
there  is  bulging  into  the  vessel,  which  here  appears  of 
a  dull,  yellowish-white  colour.  Should  the  inflainma- 
tion  stop  at  this  stage,  its  products  will  be  partially 
absorbed  subsequent  to  fatty  degeneration,  and  the 
remaining  portion   of   the   iutima    will   come  in 
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contact  with  the  middle  coat ;  or,  if  the  latter  has  been 
destroyec^  the  internal  and  external  coats  will  blenT 
forming  together  a  slightly  depressed  fibrous  cicatrix.' 
J3ut   meanwhile,  lime-salts  are  frequently  deposited 
and  then  a  brittle  calcareous  plate  serves  as  a  mark  of 
the  previous  arteritis.     During  the  slow  progress  of 
the  inflammation  the  cells  are  transformed  iSto  fat 
and  this  again  into  its  chemical  derivatives ;  so  that  a 
so-called  atheromatous  abscess  is  filled  with  degeneratin-^ 
cells  granular  debris,  carbonate  of  lime,  and  crystals 
of  cholesterme  and  the  fatty  acids,  and,  perhaps, 
Jisematoidin  crystals.     If  the  pellicle,  which  bounds 
the  atheromatous  focus  next  the  lumen  of  the  vessel 
gives  way,  the  contents  of  the  cavity  are  washed  out 
by  the  blood  stream,  and  the  remaining  excavation  is 
termed  an  atheromatous  ulcer.  The  base  of  the  "ulcer" 
usually  calcifies,  or  becomes  fibrous.    The  calcareous 
plates  above  mentioned  sometimes  split  away  at  the 
margin,  and  pigment  is  deposited  beneath  them  from 
the  blood  undergoing  coagulation  as  it  trickles  through 
the  fissures.    They  also  act  as  foreign  bodies,  and 
cause  extensive  thrombosis.    They  may  be  detached, 
and  give  rise  to  embolism. 

Dr.  Handfield  J  ones  has  drawn  attention  to  occlu- 
sion of  the  small  arteries  of  the  brain  by  the  fatty 
debris  set  free  from  atheromatous  patches.  Such  oc- 
clusion must  evidently  lead  to  degenerative  changes  in 
the  nerve  elements.  It  is  strongly  suggestive  of 
Bright's  disease. 

Arteritis  dcroriiiaiis — In  old  people,  chronic 
inflammatory  and  degenerative  changes  are  -nddely 
spread.  Homogeneous  thickening  of  the  internal  coat, 
atheromatous  patches,  calcified  jjlates  in  the  large 
arteries,  and  calcified  rings  iji  the  small  and  medium- 
sized  ones,  may  all  be  found  in  the  same  subject.  On 
the  whole  those  senile  arteries  are  dilatcdj  but  the 
inner  coat  may  bo  so  thickened  as  to  cause  serious 
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obstruction  to  the  blood  current,  and  cause  thrombosis 
and  -angrene.  Like  varicose  veins,  the  arteries  are 
elongated,  so  that  they  are  thrown  into  permanent 
curves. 

Syphilitic  disease  of  tlie  arteries. 

(1)  Syphilis,  by  impairing  the  nutrition  ot  the 
tissues  generally,  may  lead  to  early  senile  changes, 
fatty  degeneration  and  atheroma.        .    .  „ 

(2)  But  there  is  a  specific  syphilitic  inflammation 
of  the  arteries,  more  or  less  acute  in  its  progress,  it 
be-ins  in  the  internal  coat,  but  the  entire  thickness  ot 
the  walls  may  be  converted  into  a  glassy  or  slightly 
fibrillated  substance  containing  small  cells.  In  the 
arteries  of  the  brain  there  is  a  good  deal  of  exuda- 
tion into  the  perivascular  sheaths  as  well,  so  that 
the  lumen  is  narrowed  from  swelling  within  and  com- 
pression without.  . 

It  is  one  of  the  chief  causes  of  cerebral  thrombosis. 
The  softened  state  of  the  vessels  renders  them  very 
liable  to  aneurismal  dilatation.  In  the  case  of  the 
aorta  and  other  large  arteries  the  inner  coat  is 
enormously  thickened  and  uneven. 

Atheroma  and  calcification  are  less  common  than 

in  senile  disease. 

Ai-terio-capillary  fibrosis  enters  largely  into 
the  pathology  of  granular  gouty  kidney.  It  is  not 
limited  to  that  organ,  but  is  widely  distributed 
throughout  the  various  tissues  (skin,  nerve-centres, 
etc.).  °  The  walls  of  the  vessels  are  thickened  by  a 
hyalin-fibroid  material  (Gull  and  Sutton)  and  hyi)er- 
trophy  of  the  middle  coat  (Johnson).  The  lumen  of 
the  vessels  is  lessened.  The  obstruction  it  causes 
induces  hypertrophy  of  the  left  ventricle  of  the  heart. 

Other  causes  of  arteritis  need  only  be  mentioned. 
They  are  chronic  alcoholism  and  rheumatism. 

Inflammation  of  tlie  middle  and  external 
coats. — It  is  doubtful  if  this  occurs  as  a  primary 
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disease.  The  middle  coat  may  be  destroyed  by  ineam- 

rvX^d't^S"  '^^^"^  ^^^^  TLexL-naHs 
renlteri^^.'"^  especially  suffers  in 

Pxtp!!*"*;*""''! "**f  ''^''^'^^^  °^  inflammation  of  the 
external  coat  and  its  areolar  sheath.  They  rarely 
escape  altogether  in  acute  and  chronic  endLteritTs^ 
It  has  been  sliown  that  in  syphilitic  disease  of  the 
cerebral  arteries  the  perivascular  sheaths  are  ex- 
tensively infiltrated ;  in  fact,  several  vessels  are 
occasionally  embedded  in  a  continuous  mass  of 
exudation. 

In  thrombosis  of  the  deep  veins  the  periphlebitis 
extends  to  the  companion  arteries.  Not  only  may 
the  areolar  sheath  and  external  coat  of  an  artery  be 
softened  by  inflammation  until  bulging  takes  place,  as 
in  aneurisms  of  branches  of  the  pulmonary  arteries 
skirting  phthisical  cavities,  but  the  tension  upon  the 
vaso-vasorum  may  be  so  great  that  the  entii-e  thickness 
of  the  wall  of  a  large  artery  may  slough  away  ;  e  a 
the  femoral  m  spreading  perilymphatic  abscesses  of 
the  grom. 

Periarteritis,  by  causing  canalisation,  serves  as  a 
dangerous  check  upon  hsemostasis  in  wounded  vessels ; 
it  prevents  contraction  and  retraction  of  the  artery 
within  its  sheath. 


PROGRESSIVE  OELITEKATIVE  ARTERITIS. 

Cases  are  met  -with  now  and  again  in  which  an  artery 
{e.g.  the  brachial)  and  its  branches  gradually  become 
rigid  and  eventually  pulseless,  and  this,  too,  without  any 
assignable  cause,  such  as  injury,  syphilis,  embolism,  or 
senility.  The  obliteration  of  the  lumen  usually  com- 
mences in  tlie  distal  vessels  and  creeps  slowly  upM\ar(ls. 
The  symptoms  are  severe  pain,  blueness  alternating 
with  j^allor  of  the  skin,  wasting  of  the  structured 
supplied   by  the  artoiy,  and  sometimes  peripheral 
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ean<n'ene.  Opinions  are  divided  as  to  the  share  throm- 
bosS  takes  in  the  morbid  process.  Some  observers, 
e  q  Bryant,  believe  that  the  arteritis  is  consequent 
on  coagiilation  of  the  blood,  whilst  others,  mcluding 
Friedlander  hold  that  the  disease  is  a  primary  inflam- 
mation of  the  arterial  coats.  In  Gould's  case  {v%de 
Lancet,  February  16,  1884,  p.  296),  the  patient  was 
only  nineteen  years  of  age  when  he  noticed  the  hngers 
of  the  right  hand  getting  dark  in  colour;  in  the  end, 
the  brachial  artery  up  to  within  an  mch  of  its 
origin  became  pulseless  and  much  diminished  m  size. 
Speaking  of  this  case  Gould  remarks,  "  the  slow  pro- 
gression and  the  marked  induration  of  the  vessels  be- 
fore pulsation  was  lost  were  sufficient  to  exclude 
simple  thrombosis,  especially  in  the  arteries  of  the 
upper  limb  of  a  yoimg  man  of  tliis  age." 

It  is  not  a  question  whether  pressure,  embolic 
plugging,  syphilitic  disease,  or  atheroma,  may  caiise 
obliteration  of  the  lumen  of  an  artery,  as  that  point 
is  well  established;  but  whether  there  is  siich 
a  condition  as  "primary  progressive  obliterative 
arteritis."  The  balance  of  evidence  certainly  seems  to 
lend  weight  to  this  theory. 

The  absence  of  wide-spread  gangrene  is  remarkable, 
considering  the  extent  of  occlusion  of  the  vessels. 

Raynaud's  disease  :  local  asphyxia  ;  symmetrical 
gangrene. 

In  1862  M.  Raynaud  published  an  account  of 
certain  phenomena  pertaining  to  the  peripheral  circu- 
.  lation,  which  he  designated  "  local  asphyxia "  and 
"symmetrical  gangrene."     These  were  shown  to  be 
dependent  on  disturbance  of  the  vaso-motor  apparatus. 

The  variation  of  the  external  signs  is  explained  by 
the  degree  and  duration  of  the  vascular  spasm,  which 
is  the  essential  factor  in  the  morbid  process.  lu 
addition  to  the  instability  of  the  cutaneous  nerves 
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there  is  probably,  in  some  cases  at  least,  an  ex- 
aggerated excitability  of  the  vaso-motor  grey  matter 
of  the  spinal  cord.  In  the  simplest  case,  the  arterioles, 
capillaries,  and  veinlets  are  contracted,  so  that  the 
skin  is  pale,  cold,  and  numbed.  To  this  condition, 
commonly  known  as  dead  finger,  Raynaud  applies  the 
name  "  local  syncope"  in  contradistinction  to  "  local 
asphyxia,"  in  which  the  parts  are  of  a  blue,  purple,  or 
even  blackish  hue.  In  the  latter  state  the  spasm  is 
to  a  great  extent  confined  to  the  arterioles,  through 
which  little  blood  passes  ;  the  current  in  the  capillaries 
at  the  same  time  being  sluggish,  since  the  back  pres- 
sure from  the  veins  is  incompletely  overcome  by  the 
diminished  force  of  the  arterial  stream.  In  extreme 
cases  the  contraction  is  so  great  and  sustained  that 
the  tissues  become  gangrenous.  The  fingers  and  toes 
are  the  parts  most  affected.  There  is  a  great  tendency 
to  bilateral  symmetry.  The  patients  are  often  quite 
young  {gangrene  juvenile).  The  attack  usually  occurs 
in  cold  weather.  "  Paroxysmal  attacks  of  hasmoglo- 
binuria  have  been  observed  in  some  of  the  I'ecorded 
cases,  and  appear  to  be  distinctly  associated  with  the 
affection." 


CHAPTER  LV. 

ANEURISM. 

Tarietics  of  aiictirisiii. — Aneurisms  are  either 
traumatic,  or  pathological  (spontaneous).  The  term 
traumatic  is  limited  to  those  cases  that  form  directly 
as  the  result  of  injury.  Many  pathological  aneurisms 
can  be  traced  to  some  local  strain,  but  of  such  a  degree 
that  had  the  vessel  been  healthy  it  would  not  liave 
given  way. 

l>i(ruse  traiiBuatic  aiieMrisiiis.  —  Blood 
escapes  from  the;  wounded  vessel  into  the  int(n-stices 
of  the  surrounding  structures,  and  in  the  direction  of 
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least  resistance,  e.g.,  in  the  intermuscular  planes  and 
beneath  fasciae.  The  distending  force  is  too  great  to 
allow  of  an  adventitious  sac  of  inflammatory  tissue 
bein<^  formed.  Tlius  a  traumatic  aneurism  of  the 
popliteal  artery  may  spread  up  the  thigh,  or  the  blood 
from  a  ruptured  axUlary  fill  the  arm-pit.  The  only 
treatment  likely  to  avail  is  ligature  of  the  artery  on 
each  side  of  the  wound,  or  amputation.  The  cause  is 
usually  a  stab,  or  rupture  during  the  attempt  to 
reduce  an  old  dislocation. 

Sacculated  or  circumscribed  traumatic 
aneiu-ism  These  are  either  simple,  or  arterio- 
venous. In  the  former  case  the  sac  is  variously 
constituted.  (1)  It  may  be  formed  by  a  yielding 
cicatrix,  after  the  wound  in  the  artery  has  closed; 
.  this  can  only  happen  when  the  artery  is  small,  or  the 
opening  in  it  very  minute.  (2)  It  may  consist  of  a 
protrusion  of  the  internal,  or  internal  and  middle, 
coats  through  a  wound  in  the  external  (hernial 
aneurism).  (3)  It  may  be  formed  of  the  external 
coat,  the  internal  and  middle  having  been  lacerated  by 
bruising  against  a  bone.  (4)  The  sac  may  be  purely 
adventitious,  all  the  coats  having  been  divided;  in 
such  cases  the  blood  escapes  very  slowly,  the 
inflammatory  induration  around  sufficing  to  prevent  a 
rapid  extension  of  the  aneurism. 

Arterio-veuous  aneiu'ism  results  from  the 
simultaneous  wounding  of  an  artery  and  neighbouring 
vein,  e.g..,  the  brachial  and  median  basilic  in  blood- 
letting at  the  head  of  the  elbow.  If  the  inflammatory 
exudation  caused  by  the  injury  fixes  the  vessels  in 
contact,  the  blood  will  pass  directly  from  the  artery  to 
the  vein,  and  the  latter  will  become  dilated  and 
tortuous,  and  will  have  its  walls  thickened  from  the 
irritation  of  the  strain  (aneurismal  varix). 

But  the  cementing  lymph  may  yield  and  form  a 
sac  between  the  two  vessels  (varicose  aneurism).  This 
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IS  the  more  dangerous  variety,  since  the  sac  is  usually 
thin,  and  the  tension  upon  it  is  more  concentrated 
than  on  the  resilient  walls  of  the  vein.  The  pulsation, 
bruit,  and  thrill  are  also  stronger  than  in  aneurismal 
varix. 

Pathological  or  spontaneous  aneiuisnis 

are  divided  into  true  and  false.  The  sac  of  a  true 
aneurism  is  said  to  be  formed  of  all  the  coats  of  the 
vessel,  but  on  pathological  grounds  the  distinction  is 
not  well  founded  ;  for  the  disease  of  the  vessel  ere  it 


Fig.  43.— Section  through  Femoral  Artery,  just  below  an  Aneurism. 
a,  Tuuica  iutiiua,  rugged  and  greatly  thickeaed. 


allows  of  dilatation  has  caused  at  least  the  middle 
coat  to  disappear.  Syphilitic  and  idiopathic  arteritis 
(atheroma)  are  the  causes  of  the  weakness  of  the 
vessel.  In  chronic  arteritis  the  deeper  layers  of  the 
internal  coat  and  the  middle  coat  are  destroyed,  so 
that  what  remains  of  the  internal  coat  is  blended 
with  the  external,  and  both  are  so  diseased  that  their 
natural  structure  cannot  be  made  out.  Frequently, 
also,  the  aneurism  develops  at  the  seat  of  an 
atheromatous  ulcer,  when  nothing  but  the  external 
coat  remains.  In  most  cases  the  irritation  kept  up 
causes  the  sac  to  be  thickened  by  the  interstitial 
deposit  of  lymph  and  by  inflammatory  condensation  of 
the  areolar  tissue  outside.    From  want  of  elasticity 
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the  sac  continues  to  dilate  in  sp  te  of  ^^^f^^^^^ 
But  visually  there  comes  a  time  when  t^e  c  f  tatio-  s 
To  rapid  thLt  the  sac  is  greatly  thmned,  and  finally  it 
OTVPs  way  (ruptured  aneurism). 

^  ThTclot  witUin  the  aneurism  is  more  or  less 
Wnated.    The  first  formed  lamin.  the  ^^^^^^^^^^^^ 

of  the  sac,  but  do  not  reach  its  neck,  whereas  the 


Fig  44,  —Aneiirism  of  Femoral  Artery. 

more  recent  ones  do.  This  is  explained  by  the 
increase  in  size  of  the  aneurism.  The  lamination  is 
due  to  variations  in  the  rate  of  coagulation,  or  to  a 
succession  of  coagulations,  so  that  the  superficial  layer 
of  the  last  deposit  has  undergone  change  by  the  time 
coagulation  sets  in  again.  Moreover,  there  is  some- 
times an  alternation  of  pale  and  coloured  clots 
(Fi<^.  45),  the  former  consisting  chiefly  of  fibrin,  the 
latter  of  coagulated  blood.  The  darker  strata  become 
paler  as  time  goes  on,  from  disintegration  of  the  red 
corpuscles  and  difiusion  and  absorption  of  the  hsemO' 
globin. 
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The  lammfe  can  be  easily  separated  from  one 
another,  and  the  outermost  from  the  sac  of  the 
aneurism  Irregular  softening  cavities  occasionally 
form  m  the  clots  of  large  aneurisms,  and  in  this  way 
fragments  may  be   detached   and   plug  the  vessel 


Fig.  45.— Aneurism  of  Middle  Cerebral  Artery.    (Natural  size.) 
a.Sac  of  aneurism  laid  oren,  and  showing  the  lamiuati  d  clot,// and  if,  witliiu  •  c 

^"^^       '■'"t  sbrinkint:  from  hnrd.'Si'n^ 
m  alcolipl.   The  older  penplieral  part  of  tbo  clot  was  of  a  d^rk  reddisb-brown 

^vn=  o?'.''?n'i»'y''''''''^'\'''''"'"  ',™''=v."''''-'^'^^-  Tne  more  n-crnt  part  Of  the  c  ot 
w?=?f.  .i-       "■'''"^  colour,  with  the  exception  of  that  last  formed,  which 


beyond,  and  possibly  cause  gangrene.  If  the  laminaj 
are  loosened  at  their  free  borders  blood  jiasses  into 
the  clefts,  and,  meeting  with  little  resistance  between 
the  layers,  separates  them  more  or  less.  Tlien  the 
interlaminar  spaces  fill  Avith  dark  coagula.  This  is 
another  explanation  of  the  alternation  of  pale  and 
coloured  clots  ;  but  in  such  cases  the  disposition  is 
very  irregular. 

From  natural  causes,  or  as  the  result  of  treatment, 
the  blood  in  the  sac  may  coagulate  en  masse. 
However  extensive  the  lamination,  the  final  oblitera- 
tion is  always  cflected  by  simple  coagulation,  which 
extends  into  the  artery  on  each  side  of  the  aneurism. 
The  irritation  of  the  clot  causes  the  artery  to  infianu\ 
and   this   ends   in   its   permanent   obliteration  by 


Chap.  LV.] 


Aneurism.  3^9 


or<^amsecl  connective  tissue.  The  danger  from  subse- 
quent softeiiing  of  the  coagulum  in  the  aneurismal  sac 
is  not  great,  for  by  the  time  it  occurs  the  artery  is 

pretty  irmly  plugged.  _  .1    i     •    ^  i 

Under  the  microscope,  scrapings  from  the  laminated 
clot  show  fibrin  filaments,  fatty  debris,  gi'anular  and 
crystalline  htematoidin,  and  plates  of  chloresterine.  _ 
Changes  outside  the  aiiemism — The  irri- 
tation from  expansion  of  the  sac  sets  up  inflammation 
around  it.    This  causes  a  thickening  of  the  sac  at  the 
expense  of  the  tissues,  which  undergo  gradual  absorp- 
tion, partly  from  inflammatory  softening,  partly  from 
diminution  in  the  blood  supply,  through  continuous 
pressure.  Where  the  irritation  is  slight,  the  exudation 
organises,  so  that  in  the  same  specimen  new  tissue 
formation  and  atrophy  may  be  seen  side  by  side 
(Fig.   3).     No   structure  is  able  to  withstand  the 
expanding  force  of  an  aneurism  ;  thus,  the  sternum, 
ribs,  and  vertebrae  become  excavated  in  aneuiism^  of 
the  aorta.    Comil  and  Ranvier  assert  that  rarefying 
ostitis  caused  by  the  pressure  of  the  sac  is  the  sole 
cause  of  the  absorption  of  bone.    No  doubt  it  is  an 
important  factor,  but  simple  atrophy  from  sustained 
pressure  mu^t  not  be  forgotten.     In  some  cases  of 
rapid  enlargement  of  the  aneurism  the  inflammation 
in  and  around  the  sac  goes  on  to  suppuration.  This 
inevitably  causes  rupture,  unless  in  the  meantime 
coagulation  has  taken  place  in  the  aneurism  and 
artery  beyond,  but  even  then  tlie  clot  will  probably 
disintegrate,  so  that  the  final  result  is  the  same. 

The  su))erlicial  veins  of  the  part  are  generally 
dilated,  from  obstruction  to  the  current  through  the 
main  trunk.    There  may  also  be  oedema. 

The  resistance  offered  to  the  blood  stream  as  it 
passes  tln-oiigh  the  aneurism  increases  the  tension  in 
the  side  branches  of  the  artery,  and  so  opens  up  the 
collateral  circulation.     For  this  reason  gangrene  of 
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the  leg  is  less  likely  to  follow  ligature  of  the  femoral, 
tor  a  large  or  medium-sized  than  for  a  small  aneurism 
Hence  also  the  value  of  compression  preliminary  to 
ligation.  ^ 

The  existence  of  a  spontaneous  aneurism  is  evidence 
ot  arterial  disease,  which  renders  the  vessels  ri-id  and 
slow  to  expand. 

The  pulsation  of  the  arteiy  on  the  distal  side  of 
tlie  aneurism  is  usually  weak ;  at  the  same  time,  the 
artery  may  be  fuller  than  normal,  from  blood  entering 
it  m  many  collateral  streams.  ° 
The  bruit  produced  in  the  sac  may  be  conducted 
for  a  considerable  distance  along  the  artery ;  e.g.,  in 
the  case  of  a  femoral  aneurism  it  may  sometimes'  be 
heard  in  the  tibials.  This  is  an  important  diagnostic 
sign  between  aneurism  and  a  pulsating  malignant 
tumour,  in  which  the  bruit  arises  in  many  vessels  and 
away  from  the  main  trunk. 

Varieties  of  patliologfical  aneurism.  These 

are  named  :  (1)  From  the  composition  of  the  sac  

true  and  false  ;  (2)  from  their  shape— sacculated, 
fusiform,  cylindrical,  and  racemose  or  cirsoid ;  (3) 
from  their  primary  origin — syphilitic,  embolic;  (4) 
from  some  peculiarity  in  size,  course,  or  distribution 
— miliary,  dissecting,  etc. 

Fusiform  aneurisms  only  attain  a  large  size 
in  the  case  of  the  aorta.  They  are  not  uncommon  in 
the  popliteal  arteries.  There  is  uniform  dilatation  of 
the  entire  circumference  of  the  vessel.  They  generally 
yield  at  one  part,  and  become  sacculated. 

Cirsoid  aneurism.  —  Racemose  aneurism. — 
Aneurism  by  anastomosis  consists  of  a  dilatation  of  a 
connected  scries  of  arteries,  or  of  a  single  artery  and 
its  branches.  It  is  most  common  in  the  scalp  and 
orbit,  but  ifc  is  met  with  in  otiier  parts,  e.g.  the 
buttock.  Tlie  vessels  arc  enlarged  in  every  way,  tliey 
are  lengthened,  tortuous,  and  varicosod  j  their  walls 
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are  thickened,  and  tlieir  lamen  increased.  Billroih 
beUeves  these  aneurisms  to  be  of  inflammatory  origin, 
since  they  sometimes  follow  injury,  and  their  walls 
contain  many  new-formed  cellular  elements.  In 
one  case  I  found  two  circumscribed  aneurisms  of  the 
internal  carotid,  one  just  outside  the  skull,  and  the 
other  in  the  cavernous  sinus;  and  also  uniform  dila- 
tation of  the  ophthalmic  artery  and  its  branches. 
There  was  protrusion  of  the  eye-balk  The  patient  had 
shortly  before  been  kicked  by  a  horse  on  the  side  of 
the  head.  Ligature  of  the  common  carotid  failed  to 
cure  or  arrest  the  disease,  and  death  ensued  from 
cerebral  congestion.  In  another  patient  all  the 
arteries  of  the  scalp  were  dilated,  and  the  occipital 
was  as  large  as  the  little  tinger.  By  their  pressure 
they  had  hollowed  out  the  cranial  bones  into  farrows. 

Embolic  aneurisms  are  mostly  intracranial. 
Vegetation  from  the  cardiac  valves  arrested  in  the 
cerebral  vessels  set  up  a  localised  ai-teritis.  Dilatation 
takes  place  at  these  spots.  Such  aneurisms  are 
relatively  common  in  children. 

Miliary  anem'isms  are  found  in  the  cerebral 
vessels.  They  are  quite  small,  often  no  larger  than  a 
pin's  head.  Some  are  microscopical.  They  are  usually 
multiple,  and  are  met  with  in  the  pia  mater  and  in 
the  substance  of  the  brain.  Atheroma  or  syphilis  is 
the  cause.  By  their  rupture  they  cause  apoplexy,  but 
previous  ha3inorrhage  or  thrombosis  may  in  some  cases 
be  the  exciting  cause  of  the  dilatation,  the  obstruction 
in  front  throwing  strain  on  the  diseased  arteries. 

Dissecting-  aneurism  An    "  atheromatous 

abscess  "  bur.sts  ;  blood  is  forced  between  the  middle 
and  external  coats,  or  more  probably  between  the 
layers  of  the  middle  coat  (Peacock).  The  channel 
thus  foraed  opens  again  into  the  lumen  of  the 
artery,  when  it  meets  with  a  softening  focus  or 
another  ulcer  ;  or  i'-,  ends  in  a  sacculated  aneurism  of 
V— 2 
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the  internal  or  external  coat,  and  then  it  obstructs  the 
artery,  or  ruptures  externally.  Dissecting  aneurism 
IS  not  met  with  in  the  small  arteries.  It  is  most 
common  in  the  aorta. 


CHAPTER  LYI. 


LIGATURE  OP  ARTERIES. 

When  an  artery  is  tied  the  internal  and  middle 
coats  are  cleanly  divided,  but  they  do  not  curl  up  as 
in  torsion.    The  external 
coat  is  thrown  into  folds, 
and  the  convolutions  are 
welded   together  by  the 
ligature.     The  injury  in- 
flicted on  the  vessel  induces 
coagulation,  which  extends 
on  each  side  to  the  next 
collateral    branch.  The 
clot  is  pyramidal,  with  its 
base  at  the  seat  of  ligature. 
At  first  it  tills  the  artery 
for  some   little  distance, 
but  it  shrinks  as  the  con- 
tracting  fibrin  expresses 
the  serum.     This  allows 
tlie  blood  to  pass  between 
it  and  tlie  vessel  wall,  and 
furtlier  deposit  takes  place, 
until  tlie  clot  is  more  or 
less     sjiirally  laminated. 
When   fully  formed  it  is 
firmly  adherent  to  the  M'all 
of  the  vessel.     Within  a 
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fortnight  it  is  quite  pale  from  solution  and  diffusion 
of  the  colouring  matter.  The  proximal  is  said  usually 
to  be  larger  than  the  distal  clot,  since  the  latter  is 
formed  under  greater  pressure,  and  is  more  disturbed 
by  the  inrush  of  blood  from  the  collateral  branches. 

Tlie  so-called  secondary  dot  consists  of  inflammatory 
lymph,  and  cells  exuded  from  the  wall  of  the  vessel 
under  the  irritation  of  the  ligature.  The  exudation 
joins  the  primary  clot  about  its  base  and  sides,  and  is 
in  fact  incorporated  with  it.  Organisation  ensues, 
and  the  lumen  of  the  vessel  is  obliterated  by  dense 
cicatricial  tissue.  Most  observers  agree  that  the  clot 
is  partly  absorbed  and  partly  organised.  Cornil  and 
Kanvier  say  that  it  is  wholly  absorbed,  and  that  the 
young  va.scular  connective  tissue  that  fills  the  vessel  is 
entirely  derived  from  an  ingrowth  of  granulations 
from  the  inflamed  walls.  The  process  is  exactly  the 
same  as  in  occlusion  by  spontaneous  thrombi  (Fig.  50). 

As  the  vasa-vasorum  run  for  a  short  distance 
within  the  sheath  before  penetrating  the  coats  of  the 
vessel,  it  is  clear  that  the  vascular  supply  to  the 
arterial  walls  will  be  somewhat  defective  immediately 
on  the  distal  side  of  the  ligature.  Moi-eover,  as  the 
collateral  circulation  is  being  established  the  tension 
is  constantly  being  raised  on  the  distal  side  and 
lowered  on  the  proximal.  The  better  nutritive  supply 
and  the  greater  quiescence  explain  why  the  artery  on 
the  proximal  side  of  the  ligature  is  more  firmly 
occluded  than  on  the  distal ;  and  why  in  the  case  of 
secondary  hiemorrhage  the  blood  more  often  issues 
from  the  distal  portion. 

Cutting  through  of  the  ligature. — What 
happens  is  as  follows  :  The  portion  of  external  coat 
gripped  by  the  ligature  is  killed  outright,  and  has  to 
be  cast  off  like  any  other  slough.  This  is  eflected 
by  a  true  process  of  ulceration.  A  layer  of  granula- 
tion tissue  forms  on  either  side  of  the  ligature  holding 
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le  necrosed  portion  of  the  artery.  The  latter  is  not 
3en  on  exarammg  the  loop  of  the  ligature,  for  it  disin- 
!grates  whilst  being  set  free.  Non-absorbable  ligatures 
^ther  escape  from  the  wound  or  become  embedded  in 
brous  tissue.   Asepsis  favours  the  embedding  process.  * 


CHAPTER  LVII. 

VARIX. 

Definition. — Varix  is  an  uneven  or  pouch-like 
dilatation  of  the  veins,  the  coats  of  which  are  thickened, 
and  the  lumen  widened  and  lengthened.  The  walls  of 
the  pouches  are  frequently  much  thinned,  and  are 
liable  to  rupture. 

Causes. — The  exciting  and  sufficient  cause  is  the 
strain  from  obstruction  to  venous  circulation ;  but 
besides  this  there  is  often  a  predisposition  to  the 
disease  from  inherent  weakness  of  the  coats  of  the 
veins.  The  obstruction  may  l:>e  temporary,  e.g.,  the 
pressure  of  a  tumour ;  recurrent,  as  in  repeated  preg- 
nancies •  or  permanent,  as  in  aneurismal  varix. 

Consequences.— (1)  Thrombosis  and  phlebitis, 
as  in  inflamed  piles ;  (2)  ulceration  (in  the  leg) ;  (3) 
atrophy  of  structures,  e.g.,  the  testicle,  from  vari- 
cocele, this  arising  partly  from  pressure  and  partly 
from  deprivation  of  properly  oxygenated  blood. 

Usual  seats  of  varix. — The  lower  extremity ; 
the  prostatic,  spermatic,  and  hasmorrhoidal  plexuses  ; 
and  the  neighbom-hood  of  arteries  (aneurismal  varix 
and  varicose  aneurism). 

Tlie  veins  of  the  lower  extremity  sutler  more  tlian 
those  of  the  upper:  (1)  Because  the  force  of  gravity 
acts  more  continuously  against  the  direction  of  the 

*  When  an  artory  is  ligatured  at  .«omo  distance  from  an  aneurism 
on  tlie  proximal  siik',  the  artery  is  obliterated  at  two  points  :  (a)  at 
Beat  of  liga.tioii,  (b)  jnst  aliove  tlic  aneurism.  'J'he  intermediate 
portion  of  the  artery  is  not  obliterated.  It  may  .slu'ink  somewhat, 
or  it  may  retain  its  normal  calibre. 
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venous  blood-stream  ;  (2)  because  contraction  of  the 
muscles  of  the  lower  limb  is  greater  and  more  con- 
tinuous, and  the  blood  from  the  deep  intermuscular 
veins  is  forced  into  the  superficial  ones  to  a  corre- 
sponding extent  (advantage  is  taken  of  this  compen- 
satory dHatation,  in  the  operation  of  venesection); 
(3)  accidental  pressure  upon  the  inferior  vena  cava 
and  iliac  veins  is  more  common  than  upon  the  superior 
vena  cava  and  innominates.  -  •  •  i 

Oeiicral  patliolog-y  By   some   the  initial 

change  is  described  as  inflammatory,  whereas  others 
look  upon  it  as  a  mere  fibroid  substitution,  that  is  to 
say,  the  normal  elements  of  the  coats  are  to  a  great 
extent  replaced  by  a  low  form  of  connective  tissue,  the 
same  as  is  seen  in  nutmeg  cirrhosis  of  the  liver.  In 
both  cases  the  increase  of  fibrous  tissue  follows 
chronic  obstruction  to  the  flow  of  blood  through  the 
veins.  Formerly  these  changes  were  considered  as 
uiflammatory,  now  it  is  the  fashion  to  speak  of  them 
as  "  cirrhoses,"  "scleroses,"  or  "fibroses."  It  is  difii- 
cult  to  difl'erentiate  the  two,  for  whilst  the  usual  signs 
of  inflammation  are  not  marked,  because  they  are 
veiy  slight  and  spread  over  a  long  period,  the  final 
result  is  the  same  as  one  of  the  typical  terminations 
of  undoubted  chronic  inflammations,  that  is,  the  pro- 
duction of  cicatricial  tissue. 

Those  who  reject  the  inflammatory  theory  assert 
that  the  stagnation  in  the  veins  prevents  their  coats 
from  being  properly  nourished  (for  if  the  current 
through  the  veins  is  obstructed,  it  is  clear  that  the 
tributary  vasa  vasorum  cannot  discharge  their  contents 
with  natural  freedom).  They  say  that  the  deoxydised 
blood  suffices  for  the  nourishment  of  connective  tissue, 
but  is  not  equal  to  the  support  of  more  highly  organised 
structures  such  as  muscular  fibre. 

We  refuse  to  accept  tliis  as  the  entire  explaliation, 
(1)  because  the  effect  of  strain,  which  is  traumatism, 
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ilTnorejr  'm^f 'P^'  "^"^  """^  '^'^  ^^^^  traun^atisn., 

materi  th^?-'""'^   ''^^'"'^^^  *'"^kened  by 

normaJ  "'^''"'^^  "^^^  corpuscular  than 

_  There  is  degeneration  from  chronic  starvation  and 
inflammatory  thickening  from  strain.  ' 

As  before  said,  there  is.  general  increase  in  the 
width  and  ength  of  the  veins.    They  dilate  in  spite 
0   the  thickness  o    the  walls,  for  the  intravascular 
piessure  IS  raised  ab  mitio,  and  the  altered  structure 
IS  less  able  to  bear  the  strain  thrown  upon  it.  On 
account  oi  the  great  elongation  the  veins  become 
curved  m   a    remarkable    mamaer.     Then  follows 
varicosity,  (1)  because  the  obstruction  tells  most  at 
the    seat    of   the  valves;    (2)  because   the  blood 
stream    is    diverted    from    its   rectilinear  course 
and  its  impact  is  greater  on  the  convex  side  of 
each  curve  as   seen  from  without,  like  as  a  river 
hollows   Its  banks  here  and  there  in  its  winding 
channel.  * 

_     Histology — On  opening  a  varicosed  vein  the 
inner  surface  looks  rough  from  a  longitudinal  striation 
Under  the  microscope  this  is  seen  to  be  due  to  coarse 
bundles  of  connective  tissue   interlacing  with  the 
elastic  fibres  of  the  imier  portion  of  the  middle  coat 
and  greatly  obscuring  them.    The  muscular  fibres  at 
first  undergo  a  compensatory  hypertrophv,  and  on 
section  lengthwise  of  the  vein  appear,  if  stained  with 
logwood,  as  pale  circles  with  dark  central  sjwts— 
muscular  fibre-cells  and   their   nuclei  respectively. 
Eventually  the  muscular  and  elastic  elements  are  so 
overrun  by  fil)roid  overgrowth  that  nothing  can  be 
seen  but  a  partly  fibrillated,  partly  homogeneous,  scar- 
like tissue,  in  wiiicli  are  embedded  granules  of  jngment, 
scattered,  or  in  groups.    The  vasa-vasorum  are  dilated 
and  their  coats  thickened. 


Chap.LVn.]  J^^^'^- 

Calcification  may  take  place,  (1)  in  the  form  of 
plates  in  the  walls  of  the  veins;  (2)  as  P^^foMhs 
in  the  interior,  and  probably  m  the  remains  of  blood- 
clots  that  have  formed  about  the  valves.  They  are 
most  common  in  the  prostatic  veins. 

The  valves,  which  are  merely  reduplications  ot 
the  lining  membrane,  suffer  in  the  same  way  as  the 
walls  of  the  veins  ;  that  is,  they  become  thicker  and 
less  pliant.     Their  function  is  soon  lost,  for  they 
under-o  cicatricial  contraction,  whilst  the  lumen  of 
the  vein  is  increased.   In  the  end  they  shrmk  to  mere 
caruncles,  or  even  disappear.     Should  one  of  the 
ampullary  dilatations  of  a  greatly  distended  super- 
ficial vein  rupture,  blood  will  issue  from  the  proximal 
and  distal  sides  of  the  opening.    The  more  dangerous 
bleeding  often  comes  from  the  proximal  side,  for  the 
valves  no  longer  sufBce  to  support  the  column  ot  blood 
above  them  (it  may  be  from  the  vena  cava  down- 
wards) ;  and  the  weight  of  this  column  causes  a  con- 
tinuous downpour,  which  may  end  fatally  m  a  few 
minutes,  unless  checked  by  pressure  or  by  elevation 
of  the  limb. 

Changes  aronnd  the  veins.— The  areolar 
tissue  in  which  the  veins  lie  is  congested  and  infil- 
trated with  inflammatory  exudation.  The  exudation 
becomes  indurated  and  firmly  united  to  the  veins,  so 
that  the  latter  are  more  or  less  fixed.  This  accounts 
for  the  feeling  of  a  shallow  trench  in  the  skin  and 
subcutaneous  tissue  when  the  finger  is  pressed  firmly 
along  the  course  of  a  dilated  vein.  The  fixation  of 
the  veins,  together  with  the  thickening  and  rigidity 
of  their  walls,  prevents  them  from  collapsing  when 
wounded,  and  so  favours  haemorrhage. 

Pigmentation  of  the  skin  and  cellular  tissue  results 
from  capillary  extravasation,  and  transudation  of  red 
corpuscles.  The  discoloration  around  varicosed  veins 
of  the  leg  is  often  very  marked. 
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The  localised  thinnings  that  lead  to  rupture  are 
clue  to  extreme  distention  of  varicosities  behind  the 
valves,  and  to  want  of  support  from  without.  Thus 
we  often  find  that  the  superficial  part  of  the  vein, 
together  with  the ,  atrophied  skin  over  it,  is  not  so 
thick  as  the  deeper  portion  of  the  vein  aloue 


CHAPTER  LVIII. 

EMBOLISM. 

Embolism,  or  the  conveyance  and  subsequent 
arrest  of  foreign  bodies  in  the  blood  current,  begins 
either  on  the  arterial  or  venous  side  of  the  circulation. 

The  som-ccs  of  arterial  embolism  are  : 
vegetations  from  the  cardiac  valves,  clots  dislodged 
from  the  sac  of  an  aneurism,  the  contents  of  an  "  athero- 
matous abscess,"  and  calcified  plates  and  thrombi  from 
the  walls  of  the  large  arteries. 

Venous  embolism  usually  results  from  the 
detachment  of  clots.  In  fracture  of  bones,  and 
laceration  of  adipose  tissue,  liquid  fat  sometimes  makes 
its  way  into  the  open  veins.  The  entrance  of  air  in 
the  case  of  wounds  of  veins  within  the  "  dangerous 
region  "  is  well  known,  and  the  symptoms  in  these 
cases  are  probably  the  consequence  of  pluggmg  of  the 
pulmonary  vessels  by  aerial  emboli. 

Less  common  causes  of  embolism  are,  aggrega- 
tions of  pigment  granules,  portions  of  new  growths 
swept  ofi"  from  the  interior  of  vessels  which  they 
have  invaded,  pus  from  the  bursting  of  an  abscess, 
and  parasites. 

The  clleets  of  embolism.  —  The  immediate 
effect  of  embolism  is  anaemia  of  tlie  jiart  supplied 
by  the  obstructed  vessel;  but  inasmuch  as  there  is  in 
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most  cases  a  free  collateral  circulation,  blood  makes 
its  way  in  by  the  side  chaimels,  and  if  the  embolus  be 
rigid  only  partial  occlusion  may  occur  ;  this  also 
happens  when  it  is  arrested  at  the  point  of  bifurcation 
of  an  artery,  for  then  it  may  not  be  ^- 
to  completely  close 
either  branch. 
Where  the  collateral 
circulation  is  but 
little  developed,  as 
in  the  intermediate- 
sized  vessels  of  the 
brain,  a  venous  reflux 
ensues,  which  soon 
leads  to  stasis,  since 
the  pressure  in  front 
is  no  longer  over- 
come by  the  force 
of  the  c\u:rent  in  the 
artery. 

The  embolus,  act- 
ing as  a  foreign  body, 
causes  coagulation  of 
the  blood  upon  it. 
This  reaches  to  the 
first  collateral  branch , 
where  its  progress 
is  arrested,  ])i'ovided 

the  anastomosis  is  sufficiently  free.  When  it  is 
defective,  and  especially  if  a  number  of  contiguous 
branches  of  the  same  vessel  be  occluded,  the  blood 
stagnates,  and  the  whole  area  becomes  the  seat  of 
secondary  thrombosis.  Tliis,  however,  takes  some  time 
to  become  complete;  and  in  the  meanwhile,  the  walls 
of  the  capillaries,  suffering  from  impaired  nutrition, 
readily  allow  the  passage  of  blood  corpuscles,  and  pro- 
bably many  capillaries  actually  rupture,  the  more  so 


Fig.  48.— Diagram  of  Embolic  Congestion 
of  tlie  Lung. 

a,  Simll  ariorv  plnprscfd  ntehy.nii  pniliohis  ;  11, 
sniiill  vein  lllli'il  willi  ;i  <'l"t,  wliirli  cxtendsns 
f.u-  iis  its  trunk  ;  tlie  sliiuU'O  portiiin  of  the 
cnpillary  iietwdik  is  tlio  hitsi  ot  distrilnition 
of  till*  artery, in  11  state  of  inissive  rongestion, 
and  ahiiiit  "to  ho  tlio  Boat  of  a  ha^mori'liagic 
oxndation.  Tlio  arrows  sliow  the  collateral 
cliannels  llirongli  wliirh  tlie  ahnormal  tur- 
gt'scence  is  eXfecled  (llindfleiscli). 
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as  the  strain  upon  them  is  increased  by  the  disten- 
tion of  the  congested  vessels  around.  This  is  what 
IS  termed  hoimorrhagic  infarction. 

The  size  of  the  embolus  will  depend  upon  its 
source  and  its  consistence.  If  it  be  derived  from  a 
calcified  cardiac  vegetation,  or  an  atheromatous  plate 
trom  an  artery,  it  will  withstand  the  impact  against 
the  walls  of  the  vessels.  Should  it  consist  of  a 
softened  venous  thrombus  it  will  very  likely  be  broken 
up  in  its  onward  course,  the  several  portions  being 
scattered  in  an  embolic  shower.  A  vessel  may  not  be 
completely  blocked  by  an  embolus,  but  later  on  occlu- 
sion may  ensue  from  coagulation  of  the  blood  upon 
the  embolus. 

The  effect  upon  tlie  wall  of  the  vessel  will 
vary  as  to  the  nature  and  duration  of  the  plugging. 
If  the  embolus  consist  of  a  healthy  thrombus  it^m^ 
be  quickly  absorbed,  leaving  the  structure  of  the 
vessel  intact ;  or  it  may  become  adherent  and  organise, 
the  lumen  in  this  way  being  permanently  obliterated. 
A  rough  body,  such  as  a  calcified  vegetation,  will 
irritate  mechanically,  and  cause  thickeniug  of  the 
coats  of  the  vessel.  A  portion  of  a  tumour  may 
infect  the  part  at  which  it  is  arrested,  and  form  the 
centre  of  a  fresh  growth.  Lastly,  from  whatever 
source,  a  septic  embolus  invariably  leads  to  acute 
inflammation  and  necrosis. 

Paths  of  transit. — Since  as  a  rule  the  emboli 
are  comparatively  small,  and  tend  to  take  a  direct 
course,  it  is  clear  that  the  periphery  of  an  organ  will 
be  more  often  the  seat  of  the  lesion  tlian  the  centre, 
hence  in  the  lungs  the  posterior  bases  suffer  most. 
Inasmuch  as  they  are  carried  along  the  main  course  of 
the  blood  stream,  they  will  pass  into  the  thoracic 
aorta  rather  than  travel  through  the  innominate, 
carotid,  and  subclavian  orifices.  So,  again,  they  will 
be  found  in  the  left  carotid,  renal,  and  iliac  arteries 
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more  often  than  in  the  right.  In  a  few  instances,  e.g., 
in  the  middle  cerebral,  coronary  of  the  heart,  and 
branches  of  the  coeliac  axis,  their  course  is  almost 
at  a  right  angle  to  that  of  the  parent  vessel. 

When  the  embolus  starts  on  the  venous  side  of 
the  circulation  (which  it  usually  does,  and  in  the 
form  of  detached  clots)  its  arrest  usually  takes  place 
in  the  lungs,  and  the  pulmonary  capillaries  filtering 
the  blood  prevent  the  distribution  of  the  solid  particles 
in  other  organs  or  tissues.  But  these  capillaries  are 
comparatively  large,  and  are  still  further  dilated  in 
any  disease  that  raises  the  pulmonary  pressure  ;  hence, 
it  is  not  very  uncommon  to  find  that  some  of  the 
smallest  emboli  make  their  way  through  the  lungs  and 
left  side  of  the  heart  into  the  aortic  system.  Still  there 
is  no  doubt  that  many  of  the  metastatic  abscesses  found 
in  other  organs  than  the  lungs  in  pyjemia  are  the  sequel 
of  primary  thrombosis,  and  not  of  embolic  infarction. 

In  cases  whei'e  the  abscesses  are  found  only  in  the 
liver  (excluding  those  of  portal  origin),  the  same 
explanation  seems  more  probable  than  that  which 
supposes  the  emboli  to  have  passed  from  one  or  other 
cava  into  the  hepatic  veins,  or,  in  other  words, 
against  the  blood  current ;  although  in  severe  obstruc- 
tive disease  of  the  chest  the  systemic  venous 
pressure  may  be  so  increased  as  to  become  positive. 

Thrombi,  or  portions  of  new  growth  set  free 
from  branches  of  the  portal  vein,  will  be  conveyed  to 
the  liver,  and  there  probably  entii-ely  arrested. 

Haimorrliagic  infarction  has  been  already 
adverted  to.  It  consists  of  secondary  thrombosis, 
starting  from  an  embolus  and  extending  throus;h  a 
part  or  the  whole  of  the  area  supplied  by  the  obstructed 
artery,  and,  as  a  result,  exudation  from  the  vessels, 
extravasation  of  blood  from  rupture  of  capillaries,  and 
the  formation  of  an  intense  hyperasmic  inflammatory 
zone  around.     These  infarctions  are  mostly  wedge- 
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shaped,  for  the  vessels  divich 


again 


and  again,  the 


area  ot  distribution  graduallj  widening  (Fig  49) 

The  pathological  changes  that  ensue  depend  -  IV) 
Upon  the  size  of  the  infarction;  (2)  upon  the  degree 
of  freedom  of  anastomosis;   (3)  upon  the  nature  of 

the  jplug,  whether  it 
be  simple  or  septic. 
If   the    embolus  be 
7,   small  and  tlie  colla- 
teral circulation  free, 
a  quick  absorption  of 
the  clot  in  the  throm- 
bosed vessels   is  the 
usual  result,  and  the 
part  is  thus  restored 
to  its  healthy  coudi- 
tion.    If  the  embolus 
be    large,     but  not 
septic,    the   area  of 
infarction  is  too  wide 
for   the  thrombosed 
vessels  to  be  cleared 
before  fatty  degenera- 
tion takes  place  in  the  tissues  (including  the  walls  of 
the  vessels  themselves)  cut  off  from  their  blood  suppl}-. 
In  this  case  the  colouring  matter  of  the  coagulated 
and  extravasated  blood  is  discharged  from  the  cor- 
puscles, and,  with  the  more  fluid  jwrtion,  is  absorbed 
by  the  surrounding  vessels,  leaving  a  firm  j^ello-wish- 
white  putty-like  mass,  composed  of  degenerated  tissue 
and  blood  clot,  closely  resembling  a  syphilitic  gumma, 
for  which,  indeed,  it  is  sometimes  "mistaken";  but  a 
gumma  is  harder,  and  is  not  conical  in  shape,  nor  is  it 
surrounded  by  such  an  intensely  congested  zone.  This 
mass,  in  its  turn,  is  gradually  reduced  in  size  by 
absorption  of  the  debris  resulting  from  the  disintegra- 
tion,  until  at  last  a  contracted  puckered  cicatrix, 


Fig.  49.— Embolic  Infarction  of  Spleen. 

The  wedge-sbaiied  m.isse.s  are  iianiallv  de- 
colorised. Ibis  IS  I'artUer  advanced  at  the 
lienpliery,  6,  than  in  the  central  portion,  c. 
ii-ach  block  is  surrounded  Iiv  a  zone  of  hyiie- 
nemia,  a;  d,  outer  surface  of  theomau 
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infiltrated,  perhaps,  with  lime-salts,  and  containing 
some  pigment  granules,  and,  in  the  case  of  the  brain, 
hjematoidin  crystals,  is  all  that  remains. 

If  the  infarction  start  from  a  septic  embolus, 
whether  it  be  large  or  small,  the  intense  irritation  will 
invariably  lead  to  the  formation  of  a  circumscribed 
metastatic  abscess,  the  contents  of  such  abscess  con- 
sisting of  inflammatory  exudation,  disintegrated  clot, 
and  broken-down  tissue. 

Oencral  effects  of  embolism — The  original 
embolus  may  be  so  small,  or  it  may  crumble  into 
such  minute  fragments,  that  only  the  capillaries  are 
blocked,  and  unless  in  this  case  it  be  septic,  or  some 
vital  organ,  such  as  the  brain  or  heart,  be  involved,  it 
will  probably  lead  to  no  further  trouble.  On  the  other 
hand,  it  may  be  of  such  a  size  as  to  cause  almost 
instant  death,  as  when  large  vegetations  from  a  cardiac 
valve  find  their  way  into  the  cerebral  vessels,  or  a 
thrombus  loosened  from  an  iliac  vein  plugs  the  trunk 
or  main  branches  of  the  pulmonary  artery. 

Besides  the  immediate  danger  in  such  cases,  and 
the  almost  certainty  of  death  in  septic  embolism  of 
the  internal  organs,  there  are  others  of  great  gravity. 

Gangrene  of  the  leg  may  follow  the  accidental 
plugging  of  the  popliteal  artery  by  a  clot  from  an 
aneurism  seated  on  the  same  vessel,  the  opening  up 
of  the  collateral  circulation  being  too  long  impeded  by 
the  rigidity  of  the  diseased  vessels. 

Aneurism,  of  the  cerebral  arteries  often  owes  its 
origin  to  the  irritation  of  an  inflammatory  embolus  ; 
the  walls  softening  from  inflammation  yield  at  first  on 
the  proximal  side  of  the  obstruction.  The  source  of 
the  embolism  is  frequently  detachment  of  vegetations 
from  tlie  cardiac  valves  after  rheumatic  fever,  g^ipecially 
if  the  endocarditis  be  "  infective  or  ulcerative."  This 
explains  theapparentanomaly  of  pathological  aneurisms 
occurring  in  children. 
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THROMBOSIS  AND  PHLEBITIS. 

THR05IB0SIS  is  a  clottmg  of  the  blood  in  the 
vessels     Concerning  the  coagulation  of  blood  drawn 
trom  the  vessels,  it  can  be  sliown  that  it  is  due  to  the 
interaction  of  three  bodies,  fibrinoplastin,  fibrinogen 
and  a  ferment  resulting  in  a  combination  of  the  two 
former  ;  that  is  to  say,  fibrin  which  does  not  exist  in 
the  blood  comes  to  be  formed  under  certain  ascertain- 
able conditions  as  the  latter  becomes  solid.    There  is 
so  to  speak,  a  constant  antagonism  between  two  sets 
of  influences,  between  those  that  favour  and  those 
that  retard  or  prevent  coagulation.     Amongst  the 
former  are  :  1.  Rapid  motion,  as  in  whipping,  or  in 
other  words,  multiplication  of  points  of  contact.  2 
Exposure  to  not  living  matter.  Amongst  the  latter  we 
have  :  (1)  The  addition  of  a  third  of  the  bulk  of  some 
neutral  salt;    (2)  a  temperature  of  about  32°  Fahr.  ; 
(3)  moderate  heat;    (4)  the  abstraction  of  h.-emoglo- 
bm;  (5)  the  absence  of  a  neutral  salt,  whose  presence, 
according  to  Schmidt,  is  essential  to  coagulation. 

The  proximate  cause  of  coagulation  is  believed  to 
be  a  ferment  set  free  by  the  death  and  disintegration 
ot  the  white  blood  corpuscles. 

Now  blood,  whilst  in  the  vessels,  is  known  to  clot 
more  easily  when  the  current  is  slowed,  just  the 
reverse  of  what  is  found  in  shed  blood  when  whipped  • 
but  this  IS  only  an  apparent  anomaly,  for  slowing  of 
the  current  means  a  diminution  in  the  nutrition  of'tlie 
coats  of  .the  vessel,  and  this  brings  it  to  a  state  of 
lower  \itality,  and  so  the  question  of  slowness  or 
rapidity  of  motion  is  resolved  into  that  of  contact  with 
foreign  matter.     As  to  the  so-called  ferment,  the 
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conditions  under  which  the  consequences  of  its  action 
are  brought  about  in  the  living  body  cannot  be 
doubted ;  and  it  is  here  that  the  antiseptic  treatment 
of  wounds  shows  itself  to  advantage,  for  when 
decomposition  of  the  discharges  is  allowed  to  take 
place  unchecked,  how  much  more  likely  is  thrombosis 
to  extend  beyond  the  immediate  seat  of  injury,  how 
much  more  likely  a  rapid  softening  of  the  clot,  and,  as 
a  natural  consequence,  detachment  of  emboli  rife  with 
mischief,  by  reason  of  their  mechanical  action,  and  still 
more  from  their  being  saturated  with  septic  matter. 

Causes  of  tlu'omfl>osis. — To  gain  some  clue  to 
an  answer  to  the  question,  why  does  the  blood 
coagulate  in  the  vessels'?  the  diseased  states  not 
seldom  complicated  with  this  result  must  be  considered. 
Amongst  others,  the  following  cases  have  occurred  in 
the  experience  of  the  author :  thrombosis  of  the 
cerebral  veins  in  phthisis  and  marasmus  ;  of  the  veins 
of  the  upper  limb,  in  septicicmia,  from  compound 
fracture  of  the  jaw  ;  of  the  pulmonary  artery,  fatal 
when  the  aseptic  wound  from  amputation  of  the 
breast  was  all  but  healed  ;  of  the  varicose  veins  of  the 
lower  extremity ;  of  the  axillary  and  femoral  veins  in 
post-parturient  women  ;  of  the  axillaiy  yein  in  rheu- 
matic fever;  of  the  brachial  artery,  from  bruising. 
To  these  may  be  added,  the  plugging  of  the  cerebral 
arteries  in  syphilis ;  capillary  thrombosis,  as  the 
essential  pathology  of  cancrum  oris,  and  as  the 
explanation  of  the  multiple  openings  in  carbuncle 
(Billrotli) ;  not  forgetting  those  cases  where  coagulation 
is  intentionally  induced,  as  in  the  ligation  of  arteries 
and  the  operations  for  tlie  occlusion  of  varicosed  veins. 

There  are  two  diseased  conditions,  one  of  the 
vessels,  the  other  of  tlie  blood,  that  act  as  the  proxi- 
mate causes  of  tliroinbosis. 

Slowing  of  tlie  blood  current  from  weakness  of  the 
heart  is  also  an  important  factor. 
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Causes  found  in  tl«e  blood—The  blood  may 
be  so  vitiated  that  it  can  no  longer  maintain  its 
fluidity,  trom  {a)  increase  in  the  fibrin  factors,  (h) 
excess  of  excrementitious  matter,  from  defective 
elimination,  as  m  gout,  or  the  introduction  of  infective 
material,  as  m  seiDticasmia. 

Causes  in  the  vessels— Alteration   in  the 
structure  of  the  vessels  from  defective  nutrition  can 
be  exjjlained  in  three  ways:   1.  Those  conditions 
that  tend  to  slow  the  blood  current;  such  as  («) 
varicosed   veins;   (6)    atheromatous   and  calcareous 
arteries,  and  aneurismal  sacs;  (c)  obstruction  from 
without,  as  by  ligature,  or  the  pressure  of  a  tumour, 
or  miiammatory  exudation,  causing  great  capillary 
tension ;  {d)  venous  reflux  into  capillary  areas,  from 
embolism  of  the  arteries  feeding  them;   (e)  feeble 
cardiac  action,  either  from  fatty  degeneration,  or"acute 
myocarditis,  or  a  deficient  output  of  energy  from  want 
of  the  proper  amount  of  stimulus,  as  when  a  person  of 
active    habits   is  suddenly  confined  to  bed  by  an 
accident.     2.     {a)    The   influence   of  inflauimatory 
states,  such  as  occur  in  subacute  and  chronic  arteritis ; 
(6)  simple  degeneration  of  the  vessel  walls.    3.  The 
immediate  eflect  of  injury,  that  is,  before  there  is 
time  for  inflammatory  action  to  supervene. 

The  state  of  nutrition  of  the  tissues  to  be  nourished 
must  necessarily  aflect  the  quality  of  the  blood,  and 
so  indirectly  lead  to  its  clotting. 

Relation  of  thrombosis  to  phlebitis— The 
microscopical  changes  that  are  found  in  thrombosis 
have  been  studied  chiefly  in  the  veins,  where  coagula- 
tion is  much  more  common  than  in  tlie  arteries,  and 
for  a  long  time  phlebitis  was  considered  the  cause  of 
thrombosis ;  the  order  of  things  is  now  reversed,  for, 
excei)t  in  rare  instances,  tliere  can  be  no  doul)t  but 
that  coagulation  ])i'ocedes  inflammation.  Some  ])at]io- 
logisis    ignore    the   existence   of   an  endoplilebitis, 
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admitting  only  a  periphlebitis  in  the  adventitia  and  in 
the  areolar  tissue  around  the  vein.     Formerly,  the 
signs  of  inflammation  along  the  course  of  a  vein 
during  life,  and  the  redness  of  the  intima,  and  ofttimes 
puriform  contents  found  post-mortem,  were  looked 
upon  as  proofs  that  the  disease  was  primarily  and 
essentially  a  ]ihlebitis.    The  first  criterion  is  useless, 
since  a  periphlebitis  would  equally  well  explain  the 
.symptoms  ;   the  second  in   many  cases   admits  of 
another  interpretation,  since  it  can  be  shown  that  the 
discoloration  of   the   inner    coat   is  often   due  to 
staining  by  the  htemoglobin  of  the  clot,  and  not  to 
inflammatory  hyperasmia ;  and  the  third  is  practically 
valueless,  for  in  most  cases  the  material  looked  upon 
as  a  mixture  of  pus  and  blood  is  in  reality  but  partially 
decolorised,  softened,  disintegrated  clot,  consisting  of 
fatty  and  granular  debris,    but  ,  few  leucocytes  re- 
maining.   Again,  thrombosis  follows  so  quickly  upon 
injury  to  a  vein  that  it  is  impossible  in  these  cases 
for  inflammation  to  have  intervened.    Then,  too,  the 
inner  coat  of  the  vein  is  often  quite  smooth.  Phlebitis 
does  occasionally  precede  and  cause  the  thrombosis;  e.g. 
in  cellulitis,  where  the  vessels   are  attacked  from 
without  ;  moreover,  the  walls  of  veins  are  sometimes 
infiltrated  with  the  anatomical  evidences  of  pus,  that 
is  to  say,  cells  which  cannot  be  told  from  pus  corpus- 
cles, and  the  same  may  be  said  of  the  clots  which 
those  veins  contain. 

Sig-iis  of  phlebitis. — When  a  subcutaneous  vein 
is  inflamed  the  signs  are  very  manifest  :  redness  of 
the  skin  over  it,  a  hard  cord  with  nodular  swellings, 
i.e.,  the  occluded  vein  still  further  thickened  by  the 
exudation  of  lymph  around,  the  nodules  marking  the 
position  of  varicosities  and  the  valves.  It  may  be 
noted  that  as  the  clot  shrinks  or  is  absorbed  more 
quickly  from  tlie  internodal  poi-tions,  small,  hard 
lumps  for  a  time  remain,  which  in  certain  situations 
w— 2 
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(e..^-.  Sairpa's  triangle)  may  be  mistaken  for  indurated 
glands.  Then  there  will  be  oedema  from  obstruction 
ot  the  current,  and  as  the  clotting  and  inflammation 
spread,  the  point  of  gi-eatest  intensity  of  pain  will 
shift  along  the  course  of  the  vessel  from  day  to  day. 
It  IS  by  no  means  rare  in  patients  with  shattered 
health  for  abscesses  to  form  here  and  there  around  the 
veins  that  have  become  plugged.  Post  mortem  it  is  a 
matter  of  some  difficulty  to  dissect  out  these  veins 
from  tiieir  bed  of  lymph,  which  later  on  is  either 
o]-ganised,  leaving  the  vessels  blocked,  or  is  absorbed, 
the  normal  condition  being  restored.  When  the  dee]j 
veins  are  thrombosed  there  is  often  no  redness  of 
the  skin,  but  the  pain,  oedema,  and  distention  of  the 
superficial  veins  point  to  the  pathological  changes 
going  on  (phlegmasia  alba  dolens). 

When  diffuse  coagulation  occurs  in  a  main  artery 
and  its  comjianion  vein,  it  usually  begins  in  the  artery; 
and,  again,  diffuse  thrombosis  of  an  artery  is  more 
frequently  attended  by  that  of  the  vein  than  vice  versa, 
for  when  a  vein  is  plugged,  the  nutrition  of  the  walls 
of  the  contiguous  artery  is  not  necessarily  much  inter- 
fered with,  but  when  the  circulation  in  the  artery  is 
stopped,  the  vasa-vasorum  that  supply  the  walls  of 
the  vein  are  also  obstmcted,  and  so  a  starvation  of 
that  part  of  the  vein  ensues,  and  this  causes  a  dimi- 
nution of  vitality,  and  consequent  coagulation.  At 
the  same  time  it  is  likely  that  the  inflammatoiy  state 
outside  the  artery  thrombosed  may  have  some  share  in 
effecting  the  clotting  in  the  neighbouring  vein;  be- 
sides, it  is  cei-tain  that  something  more  than  a  simple 
failure  of  nutrition  is  at  work,  else  how  comes  it  tliat 
coagulation  occurs  in  only  a  small  proportion  of  the 
cases  of  degenerated  vessels. 

The  fate  of  ilie  clot.  —  Absorption,  disintegra- 
tion, organisation,  and  suppuration  are  the  secondary 
changes  occurring  in  the  throinljiis.     Except  in  the 
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case  of  septic  thrombosis,  where,  if  life  be  sufhciently 
prolonged  softening  always  ensues,  absorption  is  per- 
haps the  most  common  event.  This  is  often  seen  in 
varicose  veins  that  have  been  treated  by  simple  com- 
pression, where  after  temporary  occlusion  the  channel 
is  re-established.  Absorption  may  proceed  by  a  gradual 
disintegration  of  the  central  part  of  the  clot,  the  blood 
current  passing  through  the  latter,  which  in  the  end 
is  entirely  removed  ;  or  wasting  may  slowly  progress 
from  the  periphery  until  only  a  fine  filamentous  cord 
of  fibrin  entangling  wliite  corpuscles  (for  the  red  ones 
break  up  eai-ly)  is  all  that  can  be  seen  ;  and  this 
finally  disappears,  leaving  the  lumen  of  the  vessel 
completely  free.  Embolism  in  these  cases  is  prevented 
by  the  clot  in  the  main  vessel  being  kept  in  position 
by  offshoots  into  the  tributary  branches.  After 
absorption  is  complete,  staining  of  the  intima  persists 
for  some  time.  Disintegration  occurs  in  all  septic 
thrombi  and  in  large  simple  clots  where  the  blood 
supply  is  defective ;  thus  in  aneurisms  that  have  been 
consolidated  by  rapid  coagulation  of  the  blood  en 
'/aasse,  as  in  those  of  the  popliteal  artery  treated  Viy 
Esmarch's  rubber  and  cord,  it  is  by  no  means  rare  to 
find  fluctuation  after  some  days.  It  woiikl  be  a  grave 
error  in  practice  to  mistake  this  liquefaction  in  tlie 
centre  of  the  clot  for  suppuration.  Such  cases  require 
great  care  in  the  after-treatment,  for  it  is  difficult 
to  tell  the  exact  extent  of  the  softening,  and  in- 
judicious manipulation  might  dislodge  a  portion  of  the 
contents  and  force  it  into  the  trunk  and  branches 
beyond.  Although  a  healthy  clot  projecting  into  a 
vein  may  be  broken  off  by  the  impact  of  the  blood 
stream,  by  careless  handling,  or  by  movement  on  tlie 
part  of  the  patient  (particularly  flexion  of  the  liin  wlien 
the  ilio-femoi'al  vein  is  thrombosed)  ;  still  such  aA  event 
rarely  happens,  unless  there  be  loss  of  consistence  and 
tenacity  from  disintegration.    It  is  the  existence  of 
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this  softening  in  pyaemia  that  explains  the  very  fre- 
quent occurrence  of  embolic  abscesses  and  infarctions 
Orgranisation   of  the   clot.— In  some  text^ 
books  It  is  stated  that  after  phlebitis  the  vein  some- 
times shrinks  to  a  "  hbro  -  cellular  cord;"   this  is 


Fig.  50.— Orgauised  Thrombus  in  Common  Carotid  Artery  from  a  Case 

of  Aneurism  of  the  Aorta. 
a,  Tunica  advcntitia;  b,  tunica  media;  c,  tunica  intiinii  :  rf.  vasculariscd  tlironi- 

Lu9  united  with  inuer  coat  of  artery ;  c,  vessels  iit  throml)Us  :  /,  irrouns  of 

pigment  granules. 


misleading,  for  it  is  doubtful  if  direct  adhesion  of  the 
opposite  sides  of  tlie  intima  ever  takes  place.  The  cor- 
rect explanatiou  seems  to  be,  thatclianges  occur  in  the 
clot  that  end  in  its  complete  organisation,  and  tlie  con- 
nective tissue  thus  formed  undergoing  cicatricial  con- 
traction and  lilcnding  with  the  intima  of  the  vess(>I 
already  thickeucd  and  viiscularised,   an  impervious 
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cord  is  the  result.    When  a  clot  is  about  to  organise, 
the  red  corpuscles   disintegrate  and  the  colouring 
matter  set  free  is  in  great  part  absorbed.  Granules 
of  jugment,  however,  persist  for  a  long  time.  Leuco- 
cytes find  their  way  into  the  interior,  elongate,  ramify, 
and  anastomose.     The   fibrin,   according   to  some, 
degenerates  and  is  removed,  whilst  others  state  that 
it  °tibrillates  and  helps  to  form  connective  tissue. 
Capillary  blood-vessels  develop  {vide  Organisation  of 
inflammatory  deposits)  and  join  the  main  channel 
and  also  the  vasa-vasorum  (Otto  Weber).     Fig.  50 
represents  a  section  of  a  carotid  artery  occupied  by 
young  vascular  connective  tissue.    The  case  was  one 
of  aortic  aneurism,  in  which  the  orifice  of  the  left 
carotid   was   closed.     Thrombosis  gradually  spread 
from  below  until  the  whole  vessel  was  occluded. 
Sections  at  diflerent  levels  demonstrated  the  successive 
changes  from  recent  coagulation  to  complete  develop- 
ment of  fibrous  tissue.     According  to  Cornil  and 
Ranvier,  it  is  the  irritation  of  the  clot  that  sets  up  the 
endophlebitis,  which  consists  of  a  proliferation  of 
the  endothelium,  exudation  of  lymph  cells,  and  the 
formation  of  vessels  which  penetrate  the  thrombus  ; 
they  say  that  as  the  latter  is  absorbed  the  inflamed 
intima  fills  up  the  lumen  of  the  vein,  and  if  its  blood- 
vessels dilate  at  the  same  time  a  cavernous  tissue 
results,  but  as  a  rule  the  vein  is  permanently  obli- 
terated. 

Suppuration,  though  rare,  does  occur.  The 
leucocytes  are  derived  from  the  vasa-vasorum  of  the 
walls  of  the  vessel  softened  by  inflammation,  and 
possibly  also  from  the  blood  that  bathes  the  thrombus, 
whilst  many,  no  doubt,  collected  in  the  vessel  before 
coagulation.  The  migratory  corpuscles,  whatever  their 
source,  mingle  with  the  liquefied  debris  of  the  clot. 
The  pigment  of  the  disintegrated  cor-puscles  gives  to 
the  whole  a  buff,  reddish-yellow,  or  chocolate  coloiu-. 
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Coa^Uation  before  and  after  death.- 

ght  side  of  the  heart  and  puhiionary  artery,  and  in 
tlie  systemic  veins,  are  often  as  much  the  result  of 
dying  as  the  cause  of  death.  '  They  cannot  for  certain' 
>e  told  from  post-inortem  coagula,  since  sufficient  time 
has  not  elapsed  for  the  secondary  changes  to  have  set 
111.    In  both  cases  (unless  post-viortem,  coagulation  is 
^  ery  rapid)  the  lower  portion  of  the  clot  is  deep  violet 
or  quite  black,  and  the  upper  of  a  pale  buff  or  yellow 
colour,  from  subsidence  of  the  red  corpuscles  The 
whole  is  tough  and  elastic,  and  is  smooth  on  the 
surface  and  not  firmly  adherent  to  the  vessel  which 
contains  it :  m  fact,  it  never  completely  fills  the  vessel 
Undoubted  ante-mortem  clots,  on  the  other  hand  are 
more  brittle,  often  breaking  with  a  granular  fracture 
are  more  uniformly  pale  from  decolorisation,  and  are 
tor  the  most  part  adherent. 

The  difference  is  well  marked  where  an  old  softened 
venous  thrombus  has  been  detached  and  swept  into 
the  right  side  of  the  heart,  and  there  formed  the 
centre  of  fresh  coagulation. 

Ante-mortem,  thrombi  are  composed  of  concentric 
himinae,  for  the  coagulum  first  filling  the  vessel  shrinks 
like  any  other  blood  clot,  and  thus  allows  a  lazy 
current  to  trickle  between  it  and  the  vessel  wall.  A 
succession  of  alternate  clottings  and  contractions  goes 
on  until  the  vein  is  finally  blocked. 

The  clots  always  contain  a  large  number  of  leuco- 
cytes, which  accumulate  in  the  vessel  during  tlie 
preliminary  stages  of  slowing  and  stasis. 

Dr.  Bastian  has  described  a  capillary  obstruction 
by  an  aggregation  of  white  corpuscles. 
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CHAPTER  LX. 

ACtJTE  ORCHITIS  AND  EPIDIDYMITIS. 

Acute  inflammation  of  the  testis  may  be  excited 
in  one  of  three  ways:  (1)  By  direct  injury;  (2) 
by  metastasis  ;  (3)  by  extension  of  the  process  from 
the  urethra  and  spermatic  cord. 

In  the  two  former  cases  the  body  of  the  testis  is 
usually  involved  before  the  epididymis.  With  regard 
to  metastasis  iii  the  specitic  disease,  "  mumps,"  it  is 
open  to  question  whether  the  orchitis  is  not  the  direct 
result  of  the  poison  of  the  fever,  rather  than  a  trans- 
ference of  inflammation  from  one  gland  to  another, 
and  between  which  there  is  no  developmental,  ana- 
tomical, nor  physiological  relationship.  The  fact  that 
orchitis  follows  in  the  wake  of  parotitis  is  no  proof 
that  it  is  the  consequence  of  it.  The  correct  pathology 
is  probably  explained  by  saying  that  the  poison  of 
mumps  has  a  much  less  affinity  for  the  testis  than  the 
parotid,  and  thus  affects  it  more  rarely,  and  when  it 
does,  at  a  later  period. 

Orchitis,  folloiving  gonorrhaa,  is  in  most  instances 
the  result  of  spreading  of  the  inflammation  from  the 
urethra  along  the  vas  deferens  and  lymphatics  to  tho 
epididymis,  for  the  cord  is  enlarged,  indurated,  and 
tender.  Its  late  occurrence  can  be  accounted  for  by 
the  time  taken  by  the  inflammatory  pi'ocess  to  extend 
thi-ough  such  a  lengthy  tract,  and  the  simultaneous 
subsidence  of  the  urethritis  may  be  explained  by 
supposing  that  the  suddenly  developed  severe  afiec- 
tion  of  the  testis  acts  as  a  derivative  through  tlie 
functionally  associated  nerves.    The  last-mentioned 
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circumstance  may,  however,  be  advanced  in  s.ipport 
ot  tiie  theory  of  metastatic  inflammation. 

Blood  poisoning  rarely  leads  to  orchitis,  either 
by  way  of  embolism,  or  by  the  direct  action  of 
invisible  infective  matter  circulating  in  the  blood  I 
have  once  seen  pyjcmic  su])puration  in  the  sac  of  an 
old  hydrocele  of  the  tunica  vaginalis. 

Gout  is  another  disease  that  occasionally  affects 
the  testis,  and  m  which  there  is  liability  to  recurrence 
ot  the  inflammation. 

Orchitis  is  a  good  instance  of  exudation  beneath  a 
resisting  membrane.  This,  taken  with  the  natural 
sensibility  of  the  organ,  explains  the  severe  aching 
pain.  The  hyper-sensitive  nerves  are  compressed  by 
the  effusion  and  vascular  dilatation  on  the  one  hand, 
and  the  inelastic  fibrous  tunic  on  the  other. 

The  lymph  is  effused  first  between  and  then  into 
the  seminiferous  tubes.  The  epithelium  becomes 
swollen  and  granular,  and  its  cells  proliferate.  As 
the  inflammation  subsides  healthy  cells  replace  those 
cast  off,  the  same  as  in  desquamative  nephritis. 
Whilst  the  formative  activity  of  the  epithelium  is 
increased,  the  functional  power  is  diminished. 

In  some  cases,  especially  in  orchitis,  the  sequel  of 
mumps,  the  functional  power  is  permanently  lost,  and 
as  the  old  degenerated  cells  are  removed  by  absorption, 
the  whole  organ  atrophies.  This  must  be  partly 
attributed  to  the  specific  effects  of  the  poison  upon 
the  gland  epithelium,  in  the  same  way  that  the  hair 
follicles  and  iiapillaa  sometimes  waste  after  the  exan- 
thematous  fevers,  causing  Ijaldness.  This  ex]ilanation 
is  based  on  the  fact  that"  the  intensity  of  the  inflam- 
mation is  no  cei-tain  guide  to  the  final  result,  repair 
or  decay,  although  probalily  cicatricial  contraction  of 
the  inflammatory  exudation  constricts  and  obliterates 
Bome  of  the  vessels. 

As  the  inflani Illation  spreads  fi'om  the  seminal 
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tracts  to  the  surrounding  tissues,  it  causes  thickening 
of  the  cord,  oedema  of  the  scrotum,  and  acute 
hydrocele.  The  tunica  vaginalis  rarely  contains  more 
than  two  ounces  of  fluid,  usually  less.  The  fluid  is 
hicrhly  fibrinous,  and  readily  coagulates  when  with- 
dra^v-Tl,  differing  in  this  way  from  that  of  simple 
chronic  hydrocele,  which,  though  rich  m  fabrinogen, 
does  not  often  gelatinise  spontaneously.  It  is  generally 
absorbed  as  the  orchitis  subsides.  By  far  the  most 
frequent  termination  of  orchitis  is  m  resolution,  bome- 
times  the  inflammation  becomes  chronic  ;  suppuration 
is  quite  the  exception. 


CHAPTER  LXI. 

CHRONIC  ENLARGEMENTS  OF  THE  TESTICLE. 

These  are  designated  by  the  common  term  sar- 
cocele, which  simply  means  a  fleshy  swelling.  Several 
distinct  affections  are  embraced  by  the  definition, 
which  can  only  be  justified  by  long  usage. 

The  varieties  of  sarcocele  usually  enumerated  are  : 
(1)  Simple;  (2)  syphilitic;  (3)  scrofulous  or  tuber- 
cular ;  (4)  malignant ;  (5)  cystic.  The  first  three  are 
essentially  inflammatory,  the  fourth,  with  few  exce^v 
tions,  includes  the  fifth. 

Simple  sarcocele  maybe  chronic  from  the  first, 
or  the  sequel  of  one  acute  or  several  subacute  attacks. 
Anatomically  it  is  impossible  to  draw  a  hard  and  fast 
line  between  it  and  the.  milder  non-suppurative  forms 
of  strumous  testis. 

The  body  of  the  organ  is  uniformly  enlarged,  hard, 
and  not  very  tender  or  painful.  When  the  epididymis 
is  aflected,  which  it  almost  invariably  is,  and  firmly 
adherent   to  the  testis  proper,   the  swelling  of  the 
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globus  major  and  minor  may  give  a  nodulated  outline 
to  the  mass. 

There  may  be  some  fluid  m  the  tunica  vaginalis, 
but  frequently  the  cavity  of  the  latter  is  obliterated. 
The  cord  is  ^somewhat  enlarged  from  dilatation  of  the 
vessels.  The  existence-  and  amoimt  of  induration 
depend  to  a  great  extent  upon  whether  it  was  impli- 
cated or  not  by  the  original  inflammation. 

As  a  rule  only  one  testicle  is  affected,  but  when 
the  inflammation  is  set  up  and  perpetuated  by  the 
continued  irritation  from  a  stricture  of  the  urethra, 
both  may  be  involved.  ' 

The  lymph,  instead  of  breaking  down  to  form  an 
abscess  or  softening  cavity,  or  being  absorbed,  organises 
to  dense  fibrous  tissue.  The  cut  surface  presents  a 
greyish  semi-translucent  aspect,  with  perhaps  a  dash 
of  yellow,  from  fatty  degenei-ation  of  the  epithelium 
and  the  wandering  cells.  It  is  homogeneous,  or 
streaked  with  bands  of  connective  tissue.  The  micro- 
scopical appearances  vary  with  the  extent  and  duration 
of  the  inflammation.  When  the  disease  is  of  long 
standing  nothing  may  be  seen  but  an  imperfectly 
fibrillated  structure,  with  a  few  indifferent  cells  and 
fat  granules  scattered  over  the  field.  Most  of  the 
blood-vessels  having  been  obliterated,  it  appears  almost 
extravascular,  unless  the  remaining  ones  be  shown  up 
by  artificial  injection. 

In  more  recent  cases  one  recognises  in  some  parts 
minute  clefts  or  alveoli  filled  wath  granular  debris  and 
degenerated  cells;  but  there  is  no  regularity  of  disposi- 
tion, for  whilst  in  one  place  the  exudation  is  homo- 
geneous or  faintly  striated,  and  practically  devoid  of 
vessels  and  corpuscles,  in  another  it  is  more  vascular 
and  cellular. 

Syphilitic  sarcocolc— Tertiary syphiliticdisease 
of  the  testis  presents  itself  under  two  forni.s  ;  diffuse 
orchitis  and  localised  gummy  tumour.    In  the  former 


Chap.  LXI.] 


Syphilitic  Sarcocele. 


347 


case  the  enlargement  of  the  organ  is  uniform,  and  the 
surface  consequently  remains  even.  In  the  latter, 
whilst  one  part  of  the  testis  retains  more  or  less 
its  natural  anatomical  features,  the  other  is  occupied 
by  a  hard  swelling,  which  projects  as  a  rounded  noduh^, 
or  craggy  mass,  giving  an  irregular  outline  to  the 
swelling. 

Again,  the  exudation  may  in  the  first  instance  be 
confined  to  one  region,  and  afterwards  become  difiused, 
showing  that  the  mmute 
pathological  changes 
are  essentially  the  same 
in  both  cases.    In  the 
circumscribed  gum- 
matous mass   the  in- 
flammation may  be  said 
to    be  concentrated. 
The  vessels,    too,  are 
extensively  obliterated, 
hy    pressure    of  the 
effusion   -without,  and 
by  thrombosis  within. 
The  latter  process  is  en- 
hanced by  the  diseased 
condition  of  the  vascular 
walls,  which,  by  causing 
thickening  and  irregu- 
larity of   the  intima, 
diininislies  the  lumen 
and  ol»sti'uctstheflowof 
blood.  The  obliteration 
of  the  vessels,  coupled 
witli  the  inlierent  low 
vitality  of  the  exuded 
lymph,  explainsthe  sub- 
sequent fatty  degenera- 
tion and  caseation. 
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Fig.  51.— Syi)liilir,ic  Orchitis, 
a,  Vas  (lercri'MS  ;  li,  IiIikhI-vcbsoIs  dislcndcil 
with  grclatin  :  c,  hni.all  i-'imiimkiI.oiib  iIc- 
linsit ;  d,  ixirtinn  cif  ciiidldviiiis  ;  c.  inllaiii. 
mati>ry  Uiickciiiiin  of  Umirs.  Tlic  ninl 
is  cnlnmrd,  luit,  luit  indiiniti'd.  Tlif 
cavity  (if  i\\v  tiinicii  vnt-'iiiiiliR  is  (ililiic- 
ratcd,  except  at  tlie  iipiier  |iart  ef  ilin 
testicle.  Tlio  entire  (lr^'ml  is  iiilUtrated 
witli  iiiflnimiiiitiiry  exudMlieii,  but  tlii! 
Iiliiiid-vesw'la  are  slill  eveiywliere  lier- 
vious.  (Uodiicud  oue  qiiai-tLT.j 
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Fig.  51  represents  a  testicle  removed  post  mortem 
trom  the  body  of  a  man  who,  at  the  time  of  his  death 
by  accident  was  the  subject  of  well-marked  tertiary 
syphilis.  _  The  vessels  have  been  injected  with  carmine 
and  gelatin.    In  the  centre  of  the  organ  is  a  rounded 
nodule  of  very  firm  consistence,  which  is  clearly  a 
gumma  m  process  of   development.      It   is  quite 
vascular,  but  from  its  induration  being  greater  than 
the  surroundmg  tissue,  it  has  shrunk  less  by  the 
action  of  the  si)irit  in  which  the  specimen  is  pre- 
served, and  is  consequently  raised  above  the  o-eneral 
section  surface.     The  entire  body  of  the  testis  is 
enlarged,  but    the    epididymis   is   not  appreciably 
affected.    On  microscopical  examination  of  the  nodule, 
the  tubules  were  found  to  have  been  destroyed,  and 
replaced  by  vascular  inflammatory  neoplasia.  At  some 
distance  beyond,  the  tubules  could  still  be  recognised, 
embedded  as  they  were  in  richly  corpuscular  exuda- 
tion, but  the  e])ithelium  had  lost  its  natural  characters. 
The  vessels  of  the  cord  are  enlarged,  but  they  are 
quite  distinct,  being  lightly  held  together  by  flocculent 
areolar  tissue ;  hence  there  is  no  induration.    There  is 
no  hydrocele.    The  other  testicle  was  quite  healthy. 

This  preparation  may  be  taken  as  being  fairly 
representative  of  syphilitic  orchitis,  diffuse  and  gum- 
matous. It  is  interesting  as  showing  the  vascularity 
of  a  gumma  in  the  early  stage  of  formation. 

Mofles  onei  iiiination  orsypliilitic  oi  cliitis. 
— (1)  Under  treatment  resohuion  is  very  common, 
the  function  of  the  gland  remaining.  (2)  The  exu- 
dation may  become  indurated,  aiicl  organise  to  im- 
perfectly iil)rillated  connective  ti.ssue,  but  it  more 
frequently  undergoes  caseoiis  and  mucoid  degenera- 
tion, especially  when  the  inflammation  is  of  the 
gummatous  variety.  Sometimes  the  degenerated 
products  of  a  gumma  are  partially  absorbed,  and  tlio 
remainder  encapsuled  by  dense  fibrous  ti.ssue.  After 
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a  Ion-  duration,  the  exudation  of  diffuse  orchitis, 
to-ether  with  the  debris  of  the  secreting  structure, 
may  be  slowly  removed  by  the  vessels,  leaving  the 
-land  atrophied  and  firm.  (3)  Acute  suppuration  is 
rare,  chronic  much  less  so.  The  scrotal  tiss^ues 
become  adherent  to  the  parts  beneath,  then  ulceration 
takes  place,  and  the  gummatous  material  disintegrates, 
and  escapes  with  the  purulent  secretion  around,  in 
patients  who  are  broken  down  in  health,  suppuration 
may  be  more  active,  and  isolate  the  caseous  ma,ss, 
which  is  then  liberated,  and  cast  off  as  a  slough. 

Coiiclitiou  of  the  tunica  vaginalis.  - 
Hydrocele  is  frequent,  as  might  be  expected  from  the 
liody  of  the  gland  being  so  commonly  the  seat  of  the 
disease  in  question.  The  fluid  resembles  the  secre- 
tion of  simple  irritative  dropsy  in  other  serous  mem- 
branes. On  being  drawn  it  may  remain  in  the  liquid 
state,  or  form  a  gelatinous  coagulum. 

The  surface  of  the  visceral  layer  of  the  tunica 
vaginalis  is  sometimes  irregular,  from  the  deposit  of 
nodules  of  lymph.  Unless  there  be  sufficient  fluid  to 
keep  the  visceral  and  parietal  layers  apart,  adhesion 
is  very  likely  to  take  place  between  them,  so  that  the 
cavity  is  partially  or  entirely  obliterated. 

State  of  the  'cord— The  vessels  are  dilated,  and 
in  long-standing  cases  their  walls  are  thickened  ; 
but  the  exudation  is  rarely  sufEcient  to  weld  them 
together  into  a  firm  indurated  mass. 

General  considerations.  —  Syphilitic  sarcocele, 
whether  diffuse  or  gummatous,  is  usually  found  in 
the  tertiary  stage  of  the  disease.  Both  testicles  may 
Vie  affected,  but  very  frequently  only  one  is  involved. 
The  deposit  rarely  begins  in  the  epididymis,  and 
when  it  does  the  cord  is  much  more  likely  to  remain 
free  from  induration  than  in  strumous  testis.  As  a 
rule  the  inflammation  is  very  amenable  to  specific 
treatment. 
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Of  nfl.  sarc«ceIe.-As  in  scrofulous  disease 

ot  other  tissues,  the  inflammation  here  shows  itself  in 
the  form  of  diffuse  exudation,  or  as  isolated  and  con- 
Inent  miliary  tubercles  or  granulations,  or  as  a  com- 
bination of  the  two  varieties.    Some  patholomsts  look 
upon  the  expressions,  "scrofulous"  and  "tubercular 
testis,    as  synonymous  ;  regarding  the  nature  of  the 
disease  m  its  general  aspects  as  scrofulous,  and  the 
morbid  products  as  tubercular,  whether  they  assume 
the  discrete  or  diffuse  form.    Others,  who  recognise 
m  dissemmated  tubercle  the  evidence  of  infection 
from  a  pre-existing  caseous  focus,  consider  that  they 
should  be  described  apart.  But  since  the  two  varieties 
are  frequently  associated,  and  they  both  arise  under 
like  conditions  of  general  health,  and  have  a  special 
tendency  to  attack  the  epididymis  rather  than  the 
body  of  the  testis,  there  are  good  reasons  for  main- 
taining their  close  relationship,  if  not  their  etiolocrical 
identity.  * 

Diiliisc  striiiuous  orchitis  and  opididyniitis 

IS  usually  found  m  patients  who  have  a  family  or 
personal  history  of  phthisis,  or  other  manifestations 
of  the  strumous  diathesis.  There  is  a  great  liability 
for  both  testicles  to  be  affected,  though  months  or 
years  may  intervene  between  the  perio(ls  of  accession 
of  the  inflammation  in  the  two  organs. 

In  tlie  majority  of  cases  the  disease  commences  in 
the  epididymis,  and  for  a  long  time  it  may  be  conflned 
to  that  situation  ;  but  sooner  or  later  the  testis  itself 
is  usually  involved.  Instead  of  uniform  swelling,  the 
outline  of  the  tumour  is  very  irregular  and  nodular. 
The  vas  deferens,  and  it  may  be  the  entire  spermatic 
cord,  is  thickened.  On  examination  per  rectum  tlie 
vesiculse  seminalcs  may  be  found  to  be  free,  or  indu- 
rated and  enlarged  (Fig.  r)u,  c).  After  a  time  tlie 
scrotum  becomes  congested,  tedematous,  and  adherent 
to  the  structures  beneath. 
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The  further  course  is  uncertain.  Under  treatment 
tlie  inflammation  may  subside,  leaving  a  nodular  hard- 
ness in  the  epididymis,  to  which  the  scrotum  remains 
fixed  by  puckered  adhesions.  But  the  tendency  is  to 
caseation  and  chronic  abscess.  The  whole  organ  may 
be  converted  into  a  cheesy  mass  without  suppuration 
occurring  ;  but  as  a  rule  the  degenerated  tissue  breaks 
down,  and  the  debris  mingles  with  the  exudation 
from  the  surrounding  vessels.  Then  fluctuation  can 
be  detected,  and  little  by  little  the  integument  thins, 
and  dually  it  bursts,  and  the  contents  of  the  cavity 
are  evacuated. 

Before  this  happens  the  whole  of  the  secreting 
stnicture  may  be  destroyed,  but  far  more  commonly 
the  abscess  points  and  opens  whilst  it  is  yet  localised. 
The  lining  wall  is  covered  on  the  free  surface  with 
pus  and  disintegrating  tissue ;  next  to  this  is  a  belt  of 
vascular  granulation  tissue. 

From  this  point  the  disease  may  take  one  of  two 
departures:  (1)  Filling  in  of  the  cavity  with  lymph 
that  organises  and  cicatrises,  i.e.,  spontaneous  cure; 
(2)  progx'essive  suppuration,  and  destruction  of  the 
remaining  portion  of  the  gland.  The  former  is  the 
exception.    The  latter  in  its  progress  develops 

Hernia  testis— fungous  testis,  like  hernia 
cerebri,  is  essentially  inflammatory.  The  mere  open- 
ing in  the  tunica  albuginea  does  not  explain  it ; 
if  it  did,  this  would  be  sufiicient  ground  alone  to 
contra-indicate  the  treatment  of  acute  orchitis  by 
puncture.  Nevertheless,  the  resistance  oflfered  by  the 
unyielding  fibrous  capsule  is  an  important  factor  in 
tlie  process,  for  whilst  the  volume  of  the  contents 
tends  continuously  to  increase,  by  reason  of  the  exu- 
dation from  the  vessels,  accumulation  is  prevented  by 
the  rigidity  of  the  inexpansile  investment  of  the 
organ.  Hence  it  follows  that  so  long  as  exudation 
exceeds  absorption  the  surplus  must  escape  through 
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the  opening  established  by  the  bursting  of  the 
abscess. 

But  it  is  not  simply  a  filtering  of  pus  through  the 
inflamed  tissue,  since  this  would  not  account  for  the 
protrusion.  Fibrin  separates  from  the  liquor  sanguinis 
and  imbeds  the  migratory  leucocytes;  and  into  the 
semi-solid  product  capillary  loops  shoot  from  the 
adjacent  vessels  ;  and  tims  a  vascular  granulation 
tissue  is  formed  which  constitutes  the  greater  part  of 
the  fungus. 

Meanwhile  the  glandular  tubules  are  broken  up, 
but  before  their  disintegration  is  complete,  columns 
and  isolated  cells  of  epithelium  are  carried  outwards 
by  the  advancing  granulation  tissue  with  which  they 
are  incorporated,  and  can  be  recognised  with  the 
microscope.  The  fungus  does  not  attain  a  large  size, 
for  the  superficial  layer  melts  away  whilst  the  growth 
is  replenished  from  beneath.  After  a  time  it  becomes 
stationary,  and  with  the  subsidence  of  tlie  inflamma- 
tion it  recedes.  The  secretion  is  at  first  purulent,  then 
muco-purulent,  or  thin  and  serous.  Jts  nature  and 
quantity  depend  upon  the  degree  of  inflammation. 
The  skin  around  is  congested,  and  in  long-standrug 
cases  the  papillae  and  hairs  are  hypertroj)liied. 

There  is  a  milder  form  of  "fungous  testis,"  in 
which  the  glandular  structure  seems  to  be  but  little, 
if  at  all,  afl:ected.  A  small  abscess  forms  beneath 
the  scrotum,  and  opens  externally.  This  leaves  a 
sinus,  terminating  in  an  orifice  surrounded  by  pale 
gelatinous  granulations.  On  manipulation  an  indu- 
rated cord  can  be  felt,  taking  the  dii-ection  of  the 
sinu.s,  and  fixed  to  tlie  testis  or  epididymis.  It  pro- 
bably begins  as  a  localised  inflammation  in  the  tunica 
vaginalis,  and  in  that  case  it  is  comparable  to  a  sup- 
purating sebaceous  cyst. 

Section  of  :i  strumous  testis. — The  appear- 
ance on  section  will  depend  upon  the  rate  at  which  the 
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structure  lias  been  undermined,  and  the  time  at  which 
the  examination  is  made.  In  comparatively  acute 
cases  tlie  whole  organ  may  be  broken  down  into  a 
semi-diffluent  pulp ;   suppuration  having  completed 


Fipr.  52. — Scrofulous  Orchitis,  showing  the  Formation  of  Abscess. 
The  preparation  was  injected  with  Gelatin  and  Prussian -blue. 

a.  Spermatic  cnnl  inucb  enlarged,  tlic  vessels  nre  enjludcled  in  indurated 
lynilih;  6,  poi-l  U)ns  of  the  testiele  appai-ently  quite  heal ttiy,  the  tubules  are 
seen  presentiDg  a  ffinged  ap)iearance  on  the  surface  of  the  section;  c,  irre- 
puhu*  mass  of  clieesy  njaterial,  the  artillcial  injection  has  stopiJed  abrujitly 
at  the  |)eri|)bery ;  </,  small  abscess  poiiuiiif!  at  the  fi  ont  of  the  organ.  Tlie 
epididymi.?,  which  hns  lost  its  outline,  forms  .n  solid  mass  at  thi'  tipper  aiul 
back  parts  of  the  testis,  continuous  with  the  thickened  cord.  (Recluced  one 
quarter.) 

the  destruction  begun  and  continued  by  gradual  obli- 
teration of  the  vessels  and  consequent  fatty  degene- 
ration. 

But  the  testis  unrlcrgoes  considerable  enlargement, 
and  caseation  is  for  the  most  ])art  well  advanced 
before  the  occurrence  of  suppuration.    Large  tracts 
X— 2 
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are  slowly  deprived  of  their  vascular  supply,  and  the 
constituent  elements  break  up  into  molecular  fat. 
Meanwhile  a  gradual  desiccation  takes  place,  with  the 
result  that  the  disorganised  tissue  and  exudation  are 
left  as  irregular  firm  cheesy  masses,  Avhich  appear 
granular  or  quite  smooth  on  the  cut  surface.  Artificial 
injection  shows  these  masses  to  be  entirely  free  from 
the  circulation,  and  makes  them  stand  out  in  marked 
contrast  to  the  surrounding  tissue,  Avhich  is  coloured 
by  the  fluid  that  finds  its  way  into  the  as  yet  patent 
vessels. 

Pig.  52  represents  a  strumous  testis  removed  from 
a  man  mt.  30.  The  other  gland  had  been  excised 
three  and  a  half  years  before  for  the  same  disease. 
The  cord  is  thickened.  A  portion  of  the  secreting 
structure  appears  heaJthy.  There  is  a  yellowish- 
white  caseous  mass  at  the  centre  and  to  one  side. 
Suppuration  has  commenced,  and  already  destroyed 
the  investing  tunics,  and  caused  the  skin  to  bulge. 
During  life  fluctuation  could  be  detected  at  this  spot. 

minute  anatomy  of  scrofulous  sai-coccle. 
— It  was  formerly  supjjosed  that  the  disease  began 
as  an  inflammatory  eSiision  into  the  tubuli  seniiniferi, 
and  that  as  the  walls  of  the  latter  became  softened 
and  distended,  they  ruptured  and  discharged  their 
contents  into  the  intertubular  spaces.  But  this 
is  not  the  case.  The  essential  pathology  is  a 
chronic  interstitial  orchitis  (Fig.  15).  The  con- 
nective tissue  is  increased  by  intilti-ation  with  liquor 
•sanguinis  and  leucocytes.  This  may  be  very  decided 
before  there  is  any  change  in  the  epithelial  lining  of 
the  tubes.  After  a  time,  however,  the  cells  become 
granular,  and,  as  they  proliferate,  are  set  free  in  the 
liimen,  which  eventually  becomes  choked  with  de- 
squamative and  exudative  products.  'I'lie  morbid 
processes  can  be  studied  better  in  the  epidiilymis  than 
in  the  testis  proper,  for  in  it  the  tubes  are  much  wider. 
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The  blood-vessels  get  blocked  by  coagula  and  com- 
pressed by  exudation.  The  result  of  this  is  a  starva- 
tion of  the  tissues  they  supply,  and,  as  a  natural 
consequence,  fatty  degeneration  and  caseation.  Or 
the  interruption  in  nutrition  may  be  more  acute,  as 
the  eflusion  from  the  vessels  is  more  rapid  and  copious. 
Then,  instead  of  caseating,  the  neoplasia  liquefies,  and 
suppuration  is  established.  On  the  other  hand,  the 
lymph  may  organise  into  a  low  form  of  cicatricial 
tissue.  Bearing  these  facts  in  mind  we  can  understand 
the  diversified  appearances  in  the  group  of  cases 
designated  strumous  testis. 

Dissciiunated  tubercular  orchitis.  —  This 
variety  of  strumous  testis  is  generally  seen  in  the 
course  of  a  more  wide-spread  miliary  tuberculosis, 
particularly  through  the  genito-urinary  tract.  Even 
when  the  disease  appears  to  be  localised  in  the  testis 
there  is  great  liability  to  its  subsequent  outbreak  in 
other  organs.  I  have  known  tubercular  meningitis 
follow  disseminated  tubercle  of  the  testis  in  the 
adult.  Fig.  55  depicts  the  bladder  of  a  patient 
who  had  tubercular  ulcers  of  the  urethra,  and  in 
whom  the  kidneys,  prostate,  vesiculaj  seminales,  and 
vasa  deferentia  were  afi[ected  with  caseating  miliary 
granulations.  But  it  must  be  remembered  that  the 
diffuse  strumous  orchitis  before  described  is  also  jDrone 
to  set  up  or  be  followed  by  true  tubercular  deposit  in 
the  same  organ,  or  in  distant  parts ;  and  that  chronic 
strumous  inflammation  is  excited  by  the  presence  of 
tubercles.  The  so-called  strumous,  and  tubercular 
orchitis  are  strictly  analogous  to  strumous,  and 
tubercular  ostitis  {q.v). 

Anatomically  the  disease  is  characterised  by  the 
development  of  grey  granulations  between  the  tubules 
of  the  epididymis  and  testis.  At  first  they  are  dis- 
crete, but  subsequently  they  become  more  or  less  con- 
fluent by  their  own  growth;  or  by  the  intercalation 
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of  fresh  tubercles;  or  a  number  of  granulations 
may  be  bidden  in  the  exudation  products  of  in- 
flammation between  and  ai-ound  them.  They  soon 
undergo  fatty  degeneration  and  caseation,  and  as 
they  soften  in  the  centre  small  abscesses  are  formed; 
by  the  aggregation  and  fusion  of  these  abscesses 
irregular  cavities  with  festooned  margins  are  made. 

Miliary  tuberculosis  of  the  testis  is  more  common 
than  is  generally  supposed,  as  the  patients  frequently 
die  from  the  invasion  of  the  more  vital  organs  before 
the  local  lesion  is  suiiiciently  advanced  to  be  recognised 
during  life.  Both  testicles  are  usually  involved,  and 
the  vasa  deferentia  and  vesicuise  seminales  appreciabh^ 
thickened  (Fig.  55). 

The  inflammatory  changes  set  up  around  the 
tubercles  difl'er  in  no  way  from  what  is  observed  in 
primary  diffuse  strumous  orchitis. 

The  iTSual  characters  of  grey  granulations  can  be 
demonstrated  :  viz.,  a  delicate  reticulum  of  homogeneous 
or  finely  fibrillated  intercellular  substance  enclosing 
lymph  corpuscles  and  it  may  be  giant  cells. 

Malignant  sarcocele. — Malignant  disease  of 
the  testicle  includes  encephaloid  cancer,  sarcoma,  and 
enchondroma.    Colloid  cancer  is  very  rare. 

The  features  that  serve  to  distinguish  new 
growths  involving  the  testicle  from  inflammatory 
enlai'gements  are  as  follows  : — 

1.  Size.  This  may  be  quite  decisive,  for  whilst  a 
tumour  may  exceed  in  size  the  foetal  head  at  full 
term,  simple,  syphilitic,  and  strumous  sarcocele  rarely 
attain  a  greater  magnitude  than  a  goose's  egg. 

2.  Lobulation.  Malignant  growths  are  not  un- 
commonly lobulated,  not  so  much  on  the  surface  as 
in  tlieir  internal  structure,  for  the  resistance  oflered 
by  the  tunica  albuginea  serves  to  difl'use  the  pressure 
and  maintain  the  even  outline  of  the  mass.  Tlie 
caseous  patches  of  strumous  orchitis  and  syphilitic 
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guramata  are  irregular  in  shape,  and  contrast  strongly 
■svith  the  surrounding  tissue.  _  _ 

3.  Smooth-walled  cysts  are  quite  characteristic  of 
new  growth.  They  cannot  be  mistaken  for  the  cavities 
formed  by  softening  and  suppuration  in  strumous 
disease. 

4.  Malignant  tumours  that  are  very  rapid  m  their 
development,  especially  encephaloid  cancer,  often 
appear  flocculent  on  the  cut  surface  when  the  pre- 
paration is  placed  in  fluid.  Inflammatory  deposits, 
on  the  other  hand,  are  generally  quite  smooth  on 
section. 

5.  As  malignant  growths  are  plentifully  supplied 
with  blood-vessels,  injections  of  coloured  jiuid  pene- 
trate the  entire  mass.  The  yellow  caseous  tracts  of 
strumous  orchitis  and  syphilitic  guramata  are  ex- 
tra vascular,  and  consequently  the  injection  stops 
short  at  their  periphery. 

Whilst  one  or  more  of  the  above-mentioned  cri- 
teria may  fail  in  a  given  case,  the  evidence  afforded 
by  their  collective  consideration  can  never  leave  a 
doubt  as  to  the  nature  of  the  enlargement. 

Enccplialoicl  cancer  is  usually  met  with  be- 
tween the  ages  of  twenty -five  and  forty -five.  It 
commences  in  a  proliferation  of  the  epithelium  of  the 
seminiferous  tubes.  The  growth  is  generally  very 
rapid.  The  whole  of  the  secreting  structure  is 
destroyed  before  the  tunica  albuginea  gives  way. 
When  this  takes  place  the  scrotal  tissues  are  quickly 
involved,  and  the  skin,  at  first  simply  adherent,  gets 
deeply  congested,  and  finally  it  ulcerates,  and  the 
unrestrained  growth  protrudes  as  a  bleeding  fungus, 
fungus  hcematodes." 

The  uniform  elasticity  of  the  tumour  goes  a 
long  way  in  differentiating  it  from  strumous  and 
syphilitic  orchitis.  On  puncture,  blood  escapes  quite 
freely,  sometimes  bringing  with  it  minute  portions 
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of  growth,  the  structure  of  which  can  be  recognised 
under  the  microscope. 

Cysts  and  nodules  of  cartilage  are  much  less 
frequent  than  in  sarcoma. 


Fig.  53.— Chondro-sarooma  of  the  Testicle. 

The  nonn:il  structiiro  h.is  entirely  dis.ipponrcd.  The  new  cnnvth,  n,  presents  a 
ret'iihir  lobuldted  :ip|ieiirance.  At  c  several  sninll  .siv.ool h-\v;illeil  iiuKViiis 
cysts  are  seeu.  Willi  tile  pxcepti(]n  of  the  ncHlule  h  the  cnrliiMsre  is  ilispdseil 
111  mieniseopirnl  is[<'ts  in  the  substance  of  the  softer  sarrom.Ttous  Ii.-i.=<' ;  f. 
caseous  debris  of  intlaniniatory  exudation  in  upper  part  of  tunica  vapinalis  : 
e,  blood-vessels  lllled  with  artillcial  iuji  ction;  d,  S])erniatic  cord  cularged, 
but  free  from  invasion  by  llie  growth.  (Reduced  one  (luarter.) 


The  spermatic  cord  is  alway.s  enlarged  by  dilata- 
tion of  the  blood-vessels  to  meet  the  wants  of  the 
rapidly-gi-owing  mas.s.  It  may  also  be  indurated  by 
the  deposit  of  caucer  in  the  lymphatics  ;  but  this  I 
have  found  to  be  the  exce]ition  rather  than  the  rule. 
■  If  the  glands  are  atlected,  they  Mdll  be  found  to 
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be  the  lumbar  in  connection  with  the  testicle.  As 
the  integument  becomes  involved,  those  in  the  groin 
may  suffer  as  well. 

Except  in  very  rare  cases,  the  disease  attacks  only 
one  testicle.  For  an  account  of  the  naked-eye  and 
microscopical  characters,  vide  Encephaloid  cancer. 

Sarcoma  occurs  at  the  same  period  of  life  as 
cancer,  but  it  is  also  met  with  in  children  under  ten 
years  of  age.  It  begins  in  the  connective  tissue  of 
the  ghmd  or  in  the  tunica  albuginea.  I  have  known 
it  attain  a  large  size  without  invading  the  testicle  at 
all,  the  gland  substance  being  spread  out  over  the 
tumour,  and  this  is  not  very  unusual.  In  clinical 
gravity  it  vies  with  cancer.  It  has  a  gi-eat  tendency 
to  generalise  in  the  internal  organs.  The  cord  and 
lymphatic  glands  are  sometimes  infiltrated. 

It  is  very  frequently  cystic.  Its  minute  struc- 
ture varies  between  round,  mixed,  and  spindle  cells. 
Cartilaginous  transformation  is  not  rare  (Fig.  53). 

£nchoiidroma  is  rather  a  chondrifying  sar- 
coma than  a  primary  cartilage  growth.    The  greater 
portion  of   the  neoplasia   may  be   converted  into 
cartilase.    In  such  a  case  the  term  enchondroma  is 
admissible  on  anatomical  grounds,  but  its  affinities 
with  sarcoma  should  never  be  lost  sight  of.  The 
cartilage  may  exist  in  the  form  of  microscopical  islets 
or  in  large  sinuous  tracts  or  clumps.    On  hardening 
these  tumours  in  spirit  the  cartilage  contracts  less 
than  the  surrounding  soft  sarcomatous  tissue,  and 
thus  the  cut  surface  is  rendered  uneven.  Secondary 
growths  possess  the  characters  of  the  primary. 
The  cartilage  is  mostly  of  the  hyaline  variety. 
In  these  tumours  there  is  sometimes  a  considerable 
amount  of  gelatinous  or  mucoid  tissue. 

Cystic  sarcocele. — It  would  appear  that  some 
cases  of  cystic  testicle  arc  developed  from  constriction 
and  dilatation  of  the  seminiferous  tubes  of  the  rcte 
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testis  aud  the  body  of  the  organ.  The  ki-ge  majority 
are,  however,  not  of  this  nature,  but  are  dependent 
upon  mucoid  or  colloid  degeneration  of  the  cells  and 
intercellular  substance  of  some  pre-existing  solid 
growth, 

The  presence  of  a  number  of  cysts  in  a  tumour  of 
the  testis  at  once  raises  the  presumption  of  its  sarco- 
matous structure,  for  experience  shows  that  here,  as 
in  all  other  situations,  cystic  sarcoma  is  of  much  more 
frequent  occurrence  than  cystic  cancer. 

The  entire  mass  may  be  riddled  with  small  cysts, 
many  of  which  are  of  microscopical  dimensions,  em- 
bedded in  a  soft  greyish-white  ground  substance ; 
or  the  cysts  may  be  of  large  size,  and  so  numerous  as 
to  give  a  honeycombed  appearance  on  section.  The 
walls  of  the  cysts  are  for  the  most  part  quite  smooth, 
and  the  contents  clear,  and  either  pale  or  stained  with 
the  colouring  matter  of  the  blood  from  minute 
capillary  hajmorrhages.  Other  cavities  or  accidental 
cysts  owe  their  origin  to  interstitial  extravasations 
and  fatty  softening  from  deficient  vascular  supply. 

Secondary  intracystic  growths  sometimes  partially 
or  entirely  fill  the  spaces.  In  the  latter  event  the 
nature  of  affairs  is  manifest  from  the  absence  of 
structural  continuity,  except  at  the  base  of  attach- 
ment, between  the  proliferating  buds  and  the  inner 
surface  of  the  walls  of  the  cysts. 

When  the  tumour  is  of  slow  growth  the  neoplasia 
passes  to  a  higher  phase  of  organisation,  so  that  the 
intei-cystic  ti-abeculte  appear  quite  fibrous. 
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CHAPTEE  LXII. 

ATROPHY  OP  THE  TKSTICLE. 

Smallness  of  a  testicle  does  not  necessarily  imply 
atrophy.  It  may  be  a  case  of  imperfect  development. 
Undescended  testicles  are  below  the  normal  _  size, 
whether  they  occupy  the  inguinal  canal  or  remain  in 
the  abdomen  free  from  unusual  pressure.  It  is  true 
the  resistance  offered  by  the  walls  of  the  canal  may 
hinder  the  growth  of  the  organ,  but  defective  develop- 
ment is  rather  the  cause  than  the  consequence  of 
arrested  descent. 

The  causes  of  atrophy  are  (1)  inflammatory  lesions  ; 
(2)  excessive  functional  activity ;  (3)  senile  decay  ; 
(4)  long-standing  varicocele,  by  preventing  the  re- 
newal of  a  proper  amount  qf  nutritive  fluid,  and  by  the 
continuous  pressure  of  the  distended  vessels  upon  the 
tubules ;  atrophy  from  this  source  never  amounts  to 
impotence  (Paget);  (-5)  blocking  of  the  vas  deferens. 


CHAPTER  LXIII. 

HYDROCELE. 

The  term  hydrocele  is  applied  to,  for  the  most 
part,  wateiy  or  serous  exudations  into  (1)  the  tunica 
vaginalis  testis ;  (2)  the  whole  or  some  part  of  the 
funicular  portion  of  the  processus  vaginalis  peritonei  ; 
(3)  dilated  tubes  of  the  epididymis  or  rete  testis,  or 
the  hydatid  of  Morgagni,  or  the  vas  aberrans  of 
Haller;  (4)  loculi  in  the  spermatic  cord,  which  are 
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said  to  correspond  to  free  cystic  formations  in  the 
cellular  tissue  of  other  parts. 

Hydrocele  of  the  tunica  vag-inalis — So 

far  as  one  can  tell,  this  often  constitutes  a  disease 
fer  se,  i.e.,  it  arises  without  any  precedent  morbid 
condition  of  the  testicle.  In  such  cases  it  is  gene- 
rally found  at  the  two  extremes  of  life,  infancy 
and  old  age.  In  the  former  period  it  seems  to 
originate  in  the  locking  up  of  peritoneal  fluid  in  the 
tunica  vaginalis,  as  this  is  shut  off  from  the  funicular 
jDrocess  by  the  physiological  closure  of  the  canal  at 
the  top  of  the  testicle.  The  tension  upon  the  mem- 
brane probably  stimulates  it  to  further  seci'etion,  for 
simple  withdrawal  of  the  contents  is  usually  sufficient 
to  effect  a  cure. 

The  hydrocele  of  old  people  is  said  to  be  the 
result  of  degenerative  changes  in  the  tunica  vaginalis, 
which  shows  itself  in  a  "loss  of  balance  between 
secretion  and  absorption."  It  is  due,  then,  either  to 
hypersecretion,  or  to  obstruction  of  the  lymph  vessels 
that  naturally  carry  off  the  fluid  from  the  serous  sac ; 
or  it  may  to  some  extent  be  compensatory  to  the 
atrophy  of  the  testicle  incidental  to  advanced  age,  in 
the  same  way  that  fat  fills  up  the  spaces  of  wasthig 
bone  and  serous  eflusion  takes  the  place  of  a  shrinking 
brain. 

The  nature  of  the  fluid  is  primarily  tliat  of  the 
normal  secretion  of  serous  membranes,  though  it  is 
frequently  modified  by  secondary  changes  consequent 
on  increased  irritation,  and  more  rarely  by  tlie  acci- 
dental rupture  of  blood-vessels  into  the  sac.  As  a 
rule,  it  is  quite  clear  and  straw-coloured.  It  contains 
a  considerable  amount  of  fibrinogen.  It  is  albumi- 
nous, as  shown  by  coagulation  by  heat  or  nitric  acid. 
Occasionally  it  holds  in  suspension  numerous  crystals 
of  cholcstcrine,  the  pi'odnct  of  fatty  metamorphosis. 
These  may  be  so  plentiful  as  to  cause  the  fluid 
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to  sparkle  when  it  is  viewed  by  transmitted  light. 
Granules  and  crystals  of  hseraatoidin  are  of  rarer 
occurrence ;  they  are  the  permanent  evidence  of 
previous  eifusion  of  blood. 

Condition  of  the  s«c.  —  The  walls  are  usually 
thin  enough  to  allow  of  translucency  of  the  swelling. 


Pig.  54.— Encysted  Hydrocele  of  the  Epididymis. 

o,  Cavity  of  tunicn,  vaginalis ;  6,  testicle ;  c,  liydrocele  ;  d,  spermatic  cord. 
(Reduced  uue  tiuarter.) 


In  some  cases  they  are  much  thickened  and  indurated, 
especially  after  repeated  tappings.  Tlie  inner  surface 
is  smooth,  or  exceptionally  irregular  from  chronic  in- 
flammatory exudation. 

Vaginal  hydrocele  is  often  secondary  to  disease  of 
the  testicle,  especially  orchitis  (q.v.). 

The  measures  taken  to  obtain  a  cure  of  simple 
chronic  hydrocele  aim  at  obliteration  of  the  cavity 
by  inflammatory  adhesion,  or  by  such  alteration  of 
the  secreting  surface  as  entails  a  cessation  of  the 


364 


Surgical  Pathology.      [Chap. lxiii. 


abnormal  effusion.  An  analogous  process  is  that  set 
up  by  injection  of  iodine  into  joints  the  seat  of 
hydrops  or  chronic  serous  synovitis. 

_  In  all  cases  of  acute  inflammatory  hydrocele  the 
fluid  is  highly  fibrinous. 

Encysted  Hydrocele  of  the  Epididymis. 

This  is  most  commonly  the  result  of  obstruction 
and  subsequent  dilatation  of  one  of  the  vasa  efferentia. 
Now  and  then  it  consists  of  an  enlargement  of  the  vas 
aberrans.  It  may  be  simulated  by  distension  of  the 
corpus  Morgagni,or  of  the  organ  of  Giraldes,  or  encysted 
hydrocele  of  the  contiguous  part  of  the  spermatic  cord. 
In  the  firstinstance  it  is  situate  above  the  testicle,  but  as 
it  increases  in  size  it  invaginates  the  tunica  vaginalis, 
the  cavity  of  which  it  may  entirely  fill  (Fig.  54). 

Tlie  contents  are  either  clear  and  serous  or  serai- 
opaque  and  opalescent,  like  water  rendered  sliglitly 
turbid  from  admixture  with  milk.  In  the  latter  case 
spermatic  filaments  are  present  in  abundance,  and  the 
tumour  is  known  as  '■'■spermatocele."  According  to 
Curling,  the  fluid  is  of  this  nature  from  the  commence- 
ment, or  what  was  originally  limpid  has  become 
cloudy  from  rupture  of  a  seminal  tubule  into  the  sac 
of  the  hydrocele. 

Congenital  Hydrocele. 

Here  the  process  of  peritoneum  brought  down  with 
the  descent  of  tlie  testicle  remains  patent  throughout, 
and  the  passage  o])ens  into  the  abdominal  cavity  by  a 
smaller  or  larger  orifice.  Reduction  of  the  fluid  is 
usually  quite  easy,  but  some  part  of  the  tract  may 
be  so  narrovved  that  continued  pressure  is  required  to 
cflect  it. 

Hydrocele  of  the  Cord. 

Hydrocele  of  the  cord  is  either  encysted,  or  difl'use. 
Encysted    hydrocele   is   due  to  incomplete  closui'e 
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of  the  funicular  process  of  tLe  peritoneum.  When 
veiy  tense,  and  occupying  the  inguinal  canal,  it 
may  be  mistaken  for  an  enlarged  gland. 

Diffuse  funicular  hydrocele  is  reducible  or  irre- 
ducible. In  the  former  case  the  continuity  of  the 
funicular  and  vaginal  sections  of  the  serous  tube  is 
broken  by  adhesion  of  the  opposed  surfaces  of  the 
membrane  above  the  testicle,  but  the  communication 
with  the  general  peritoneal  cavity  is  maintained.  In 
the  irreducible  variety  this  also  is  closed,  so  that 
there  is  an  isolated  sac  co-extensive  with  the  whole  or 
greater  part  of  the  cord.  Instead  of  one  space,  there 
may  be  a  series  of  encysted  hydi'oceles,  giving  a 
moniliform  appearance.  Some  authors  describe  an^ 
other  form  of  diffuse  hydrocele,  in  which  the  fluid  is 
said  to  distend  the  hollows  of  the  areolar  meshwork  of 
the  cord  ;  a  local  oedema,  in  fact.  The  cause  of  this  is 
difficult  to  understand,  for  thei-e  are  none  of  the  other 
signs  of  inflammation  present,  and  simple  mechanical 
congestive  exudation  woiild  probably  be  associated 
with  varicocele,  a  condition  by  no  means  constant. 

HEMATOCELE. 

Hfematocele,  or  a  collection  of  blood  in  the  cavity 
of  the  tunica  vaginalis,  may  be  caused  (1)  by  a  blow 
on  the  testis,  (2)  by  puncture  of  a  vein  in  tapping  a 
hydrocele,  (3)  by  the  sudden  diminution  of  tension  in 
the  latter  operation.  


CHAPTER  LXIY. 

GONORRnOiA  AND  ITS  CONSEQUENCES. 

General  pathology.— Some  pathologists  believe 
that  gonorrhoea  is  a  specific  disease,  due  to  the  presence 
of  micrococci,  wliilst  others  deny  this,  and  maintain 
that  it  is  merely  a  purulent  urethritis  capable  of  being 
set  up  by  other  conditions  than  impure  intercourse. 
Abuse  of  alcohol  and  excessive  sexual  indulgence 
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are  _  deemed  sufficient  for   its   causation.  Certain 
vaginal   discharges,  concerning  which  there   is  no 
reason  to  suppose  a  specific  origin,  not  unfrequently 
excite  acute  and  subacute  catarrhal  inflammation  : 
such,  e.//.  are  the  products  of  leucorrhoea  and  menstru- 
ation,    ihe  fact  that  the  disease  is  contagious  does 
not  prove  that  it  is  specific,  for  the  chemical  bodies 
formed  m  unliealthy  inflammations  ha^■e  a  cauterant 
action  on  the  tissues.     Moreover,  constitutional  infec- 
tion IS  the  chief  sign  of  a  specific  disease,  and  in  the 
great  majority  of  cases  gonorrhoea  is  a  purely  local 
disorder.     Even  when  constitutional  symptoms  do 
manifast  themselves,  they  are  not  pathognomic  of 
specific  infective  iiiHammation,  for  simple  idiopathic 
suppuration  in  other  parts  is  known  to  cause  them 
in  certain  subjects. 

Morbid  a liatomy — Gonorrhoja,  like  acute  in- 
flammation of  other  mucous  membranes,  first  shows 
itself  in  increased  secretion  of  mucus,  i.e.,  in  unusual 
nutritive  and  functional  activity  of  the  epithelial  cells. 
But  soon  the  exudation  of  leucocytes  becomes  very 
active,  and  the  migratory  cells  mingle  with  embryonic 
corpuscles  derived  from  segmentation  and  endo£jenous 
multiplication   of   the    epithelium.     Pus   is  "freely 
l)Oured  out.     The  submucous  tissue  is  infiltrated  witli 
liquor  sanguinis  and  cells,  and  the  membrane  in  its 
entire  thickness  is  swollen.    There  is  considerable  in- 
duration, and  the  corpus  si)ongiosum  may  feel  quite 
firm  and  cord-like.    The  vessels  are  set  as  it  were  in 
a  bed  of  plastic  matter,  which  prevents  them  from 
expanding  equally  with  those  of  the  corpora  caver- 
nosa ;  hence  the  chordee.    In  \ery  acute  cases  the 
tension  on  the  caj>illaries  is  so  great  that  occasion- 
ally some  of  them  burst,  and  blood  escapes  from  the 
urethra. 

As  tlie  infiamiiKitiun  subsides,  the  discharge  gets 
more  watery,     ^\'i(ll  proper  treatment  it  disappears 
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altogether,  for  the  natural  terminatiou  is  in  cure. 
Not  one  case  in  a  hundred  ends  in  chronic  thickening 
and  stricture.  Nevertheless,  the  part  remains  a  locus 
resistentife  minoris,  and  subsequent  attacks  are  very 
easily  excited,  though  not  usually  with  the  virulence 
of  the  primary  one. 

Consequences  of  gonorrhoea. —  These  are 
local  and  general,  immediate  and  remote.  The  imme- 
diate local  consequences  include  cystitis,  orchitis,  and 
retention  of  urine.  The  remote  local  consequences 
are  stricture  and  its  results,  cystitis,  orchitis,  sur- 
gical kidney,  hypertrophy  of  the  bladder  and  ureters, 
extravasation  of  urine,  urinary  abscess,  etc.  The 
term  "  local "  is  here  used  to  imply  the  structures 
in  anatomical  relationship  with  the  urethra.  The 
general  consequences  are  dependent  on  absorption  of 
some  irritating  matter  from  the  seat  of  primary  in- 
flammation. In  very  rare  cases  acute  fatal  pytemia 
is  induced ;  more  often  the  symptoms  are  less  severe, 
and  then  tlie  constitutional  state  is  designated 
"gonorrhoeal  rheumatism,"  on  account  of  the  preva- 
lence with  which  articulations  and  fibrous  investments 
are  involved,  rather  than  on  any  known  character  of 
the  virus  showing  its  analogy  with  the  materies  morbi 
of  idiopathic  rheumatism.  Gonorrhoeal  ophthalmia 
occurs  as  a  generalised  affection,  and  as  an  accident 
from  direct  inoculation. 

Oonoriiiflcal  cystitis. — Gonorrhoea  is  the  most 
common  cause  of  cystitis.  It  is  due  to  spreading  of 
the  inflammation  in  the  continuity  of  the  mucous 
membrane,  and  not  to  regurgitation  of  pus.  It  is 
possible  that  catheterism  may  be  exceptionally  the 
means  of  conveying  the  discharge.  The  cystitis  is 
most  marked  about  the  neck  of  ' the  bladder.  It  is 
recognised  symptomatically  by  pain  and  frequency  of 
micturition ;  and  anatomically  by  swelling  and  muco- 
purulent catarrh  of  the  mucous  membrane.  When 
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gonorrlioea  ends  in  pyemia,  it  is  .generally  by  destruc- 
tive cystitis,  for  in  these  cases  the  mucous  and  sub- 
mucous tissues  are  infiltrated  with  pus,  and  the  mem- 
brane may  be  hajmorrhagic  and  sloughy.  On  the 
supposition  that  gonorrhoea  is  not  a  specific  disease, 
we  must  say  that  pytemia  is  not  due  solely  to  the 
virulence  of  the  products  of  the  primary  non-infective 
inflammation,  but  to  a  true  infective  process  grafted 
on  to  the  original  simple  urethritis. 

Ouaoi-i-Sioeal  orcliitis.    ( FicZe  Acute  orchitis.) 

Retention  of  lu-iiie — This  is  partly  the  result 
of  the  static  obstruction  offered  by  the  swollen  mucous 
membrane,  and  partly  of  the  dynamic  resistance 
due  to  spastic  contraction  of  the  sphincter  vesica?. 
Reflex  paralysis  of  the  expelling  muscles  of  the  bladder 
will  not  account  for  it,  since  the  most  jiowerful  volun- 
tary contractions  of  the  abdominal  muscles  are  unable 
to  overcome  the  difliculty.  The  intolerable  suflering 
of  the  patient  contrasts  with  his  passive  endurance 
of  retentioii  from  enlai'ged  prostate  and  long-standing 
stricture.  Tliis  is  explained  by  the  excessively  sensi- 
tive condition  of  the  inflamed  structures,  and  by  the 
fact  that,  the  bladder  is  not  accustomed  to  acute  dis- 
tention of  its  walls  ;  another  exemplification  of  the 
laAv,  that  morbid  states  suddenly  induced  show  them- 
selves much  more  by  signs  and  symptoms  than  those 
of  slow  development. 

C^oiiori'licenl  stricture  of  tBic  urethra  will 
be  treated  of  in  the  general  description  of  organic 
stricture,  since  the  pathological  changes  do  not 
materially  differ  from  those  concerned  in  the  pro- 
duction of  other  forms  of  fibrous  contraction,  and  the 
remote  results  are  the  same. 

Ooiiorrliirnl  afleetious  of  tlie  eye. — These 
are:  (1)  Uonorrhaal  rheumatic  sclerotitis;  (2)  double 
catarrhal  conjunctivitis;  (3)  purulent  ophthalmia 
(generally  unilateral)  due  to  inoculation. 
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(1)  Sclerotitis.— K\\hoVi^\  the  symptoms  are  mainly- 
referred  to  the  sclerotic,  it  must  not  be  supposed  that 
the  contiguous  structures  are  not  affected  ;  no  more 
than  that  periostitis  exists  without  a  certain  amount 
of  ostitis.  The  physical  signs  are  increased  tension 
of  the  globe ;  mjection  of  the  sclerotic  vessels  some- 
times localised  or  intensified  at  the  place  of  attachment 
of  the  external  muscles ;  and  congestion  of  the  ocular 
conjunctiva,  etc.  In  persons  predisposed  to  rheu- 
matism, and  especially  those  of  mature  or  advanced 
age,  tlie  morbid  changes  and  symptoms  are  those  of 
ordinary  rheumatic  ophthalmitis.  In  fact,  the  diagnosis 
turns  chiefly  on  a  knowledge  of  the  cause. 

Gonorrlimal  conjunctivitis  seems  to  be  due  to  ab- 
sorption of  some  irritating  substance  from  the  ure- 
thra, and  its  diffusion  in  the  general  circulation ;  for 
not  only  are  both  eyes  affected,  but  the  symptoms 
are  liable  to  recur  with  recurrence  of  the  urethritis. 
It  can  scarcely  be  a  reflex  nervous  disorder,  for  there 
is  neither  physiological  nor  anatomical  connection 
between  the  structures  primarily  and  secondarily 
involved.  The  inflammation  is  shown  by  hypersemia, 
and  mucous  or  muco-purulent  discharge. 

Purulent  oplbtJiahnia  is  mostly,  if  not  always, 
caused  by  direct  inoculation.  It  is  one  of  the  most 
destructive  diseases  of  the  eye.  In  many  cases  the 
sight  is  lost,  and  in  most  it  is  permanently  damaged. 
As  a  rule  only  one  eye  is  affected.  The  palpebral 
conjunctiva  is  greatly  swollen,  and  the  ocular  overlaps 
the  edge  of  the  cornea  (chemosis).  The  cornea 
inflames  and  then  ulcerates,  the  ulceration  usually 
taking  place  at  the  periphery,  for  the  pressure  is 
greater  there  than  at  the  centre  on  account  of  the 
chemosed  conjunctiva.  Sometimes  it  sloughs,  owing 
to  the  stoppage  of  the  circulation  in  the  plasmatic 
canals.  The  intcrlaminar  spaces  are  crowded  with 
pus  cells  (onyx).    In  the  worst  cases  the  eye-ball  is 
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destroyed  by  su])puratioii  and  sloughing,  only  a 
shrunken  caruncular  mass  remaining  ;  short  of  this 
the  cornea  remains  opaque,  and  perhaps  bulged 
(anterior  staphyloma),  or  it  is  collapsed  owing  to 
escape  of  the  vitreous  humour. 


CHAPTER  LXV. 

STRICTURE  OF  THE  URETHRA. 

Three  kinds  are  generally  described  :  (1) Organic; 
(2)  congestive  ;  (3)  spasmodic. 

Spasiisodic  slrictiu-e. — Authors  differ  as  to 
the  frequency  and  degree  of  functional,  dynamic,  or 
spasmodic  stricture.  There  seems  no  reason  to  doubt 
its  actual  occurrence,  for  there  is  the  anatomical  basis 
in  the  extrinsic  and  intrinsic  muscles  of  the  urethra; 
and,  moreover,  a  catheter  may  be  grasped  and  tightly 
held  during  its  passage  at  one  time,  whilst  it  slips 
into  the  bladder  with  great  leadiness  at  another.  It 
may  constitute  a  disease  ^je?-  se,  oi',  rather,  it  may  be 
the  only  symptom  of  undue  nervous  or  muscular 
excitability ;  or  it  may  complicate  congestive  and 
organic  strictures. 

Congestive  strictm-c  is  seen  to  perfection  in 
retention  from  acute  gonorrhoea.  It  adds  to  the 
difficulty  of  micturition  caused  by  organic  stricture 
and  enlarged  prostate,  and  so  explains  those  cases 
where  urine  can  be  voided  one  day  whilst  it  is  re- 
tained the  next.  The  imtation  that  causes  it  may 
be  mechanical,  chemical,  or  functional,  and  it  may 
act  directly  upon  the  part,  or  at  a  distance.  The 
passage  of'  a  catheter  constitutes  a  mechanical  ini- 
tant ;°  excessive  use  of  alcohol,  and  other  local  and 
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general  stimulants,  a  physico-chemical  irritant;  and 
forced  retention  of  urine,  or  sexual  excitement,  a 
functional  irritant.  Exposure  to  wet  and  cold  evi- 
dently acts  in  a  reflex  manner. 

The  modus  operandi  probably  varies  in  different 
cases.  The  possible  explanations  are  :  (1)  Paralysis 
of  tlie  muscular  fibre  cells  or  terminals  of  the  nerves 
from  immediate  injury;  (2)  reflex  vaso-constrictor 
paralysis  ;  (3)  reflex  vaso-dilator  stimulation. 

Passive  congestion  of  long-standing  is  at  once  the 
cause  and  consequence  of  organic  stricture,  for  the 
irritation  maintained  by  the  stricture  keeps  the  blood- 
vessels dilated  ;  and  this  is  accompanied  by  more  or 
less  exudation,  induration,  and  contraction,  like  nut- 
meg cirrhosis  of  the  liver  from  passive  hypera3mia 
of  the  hepatic  veins.  After  a  time  the  vessels  lose 
their  tone,  and  are  unable  to  contract,  and  this  may 
remain  long  after  the  primary  source  of  irritation  has 
been  removed. 

Organic  stricture — Gonorrhoeal  urethritis  is 
by  far  the  most  common  cause  of  organic  stricture  ; 
l>ut  traumatism  is  not  rare.  The  urethra  may  be 
injured  from  without  by  blows  upon  the  perineum, 
or  from  within  by  forcible  instrumentation,  or  impac- 
tion of  a  calculus. 

In  any  case  the  natural  elastic  tissues  of  the 
urethra  are  substituted  by  inflammatory  exudation 
that  undergoes  cicatricial  contraction.  In  the  majority 
of  instances  the  entire  circle  of  the  urethra  is  involved, 
and  the  stricture  is  consequently  annular.  This  is 
the  necessary  result  of  complete  rupture.  Localised 
ulceration  from  the  pressure  of  an  impacted  calculus, 
although  it  leads  to  a  certain  amount  of  contraction,' 
may  cause  but  little  difficulty,  as  a  considerable 
portion  of  the  circumference  of  the  walls  remains 
intact. 

The  canal  of  the  urethra  is  only  a  potential  one 
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for  wnen  the  parts  are  at  rest,  the  opposite  surfaces 
are  m  contact.  The  expansion  of  the  walls  under  the 
pressure  of  the  column  of  urine  during  micturition  is 
more  than  counterbalanced  by  the  contraction  of  the 
newly-formed  connective  tissue  ;  and  so  great  is  the 
resistance  offered  by  the  stricture,  that  the  powerful 
exertion  of  a  hypertrophied  bladder  is  unable  to  cope 
with  it  beyond  the  extent  of  keeping  the  passage 
]3ermeable. 

Post  mortem  a  stricture  does  not  appear  so  tight 
as  during  life,  for  all  vital  contractility  is  abolished, 
and  softening  of  the  fibrous  elements  sets  in  soon 
after  death. 

The  so-called  "resiliency"  of  a  stricture,  which 
accounts  for  recontraction  within  a  short  period  of 
mechanical  dilatation,  is  probably  due  to  combined 
elasticity  and  contractility.  Whilst  there  are  few 
or  no  muscular  fibres  in  the  stricture  itself,  there  is 
reason  to  believe  that  the  difficulty  experienced  in 
catheterism  is  partly  owing  to  the  spastic  contraction 
of  the  muscles  outside.  This  view  is  supported  by  the 
fact  that  although  a  catheter  may  be  tightly  gripped 
soon  after  engaging  an  organic  stricture,  if  the  parts 
be  allowed  a  short  period  of  rest,  the  instrument  after- 
wards travels  with  comparative  ease.  Of  course  the 
blood-vessels  are  relieved  at  the  same  time,  but  their 
pi-evious  fulness  does  not  seem  sufficient  to  explain 
the  difference  in  the  degree  of  resistance. 

A  bridle  stricttirc  is  one  where  fibrous  bands 
stretch  from  one  part  of  the  urethral  wall  to  another. 
It  is  possible  that  in  some  cases  these  trabeculiB  are 
formed  by  the  making  of  false  passages  tlirough  the 
base  of  the  stricture ;  but  as  a  rule  they  are  of 
natural  construction.  Absorption  of  the  central  or 
external  poitions  (short  of  the  entire  length)  of  mem- 
branous projections  into  the  canal  of  the  urethra 
would  leave  the  free  edges  as  the  cords  in  question ; 
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the  same  as  occurs  physiologically  in  the  development 
of  the  chordae  tendineee  of  the  heart. 

The  effects  of  treatment. —  An  oi-ganic  stric- 
ture is  never  cured,  for  whatever  treatment  is  adopted 
the  patient  cannot  dispense  with  the  occasional  use  of 
a  catheter  or  bougie. 

The  different  methods  employed  aim  at  one  oi 
more  of  three  attainments:    (1)  Stretching  of  the 
cicatricial  tissue;    (2)  absori^tion   of  inflammatory 
products ;  (3)  the  interposition  of  new  plastic  matter 
(sjjlicing).   In  the  process  of  stretching  by  "  gradual 
dilatation  "  the  tissue  elements  are  elongated,  and  iii 
all  probability  dislocated  from  one  another  at  the 
same  time.     In  "  forcible  dilatation  "  this  is  undoub- 
tedly the   case;   in  fact,  the   mechanism    may  be 
described  as  multiple  interstitial  laceration,  for  it  is 
doubtful  if  the  stricture  ever  gives  way  in  one  place 
alone.    Absorption  of  inflammatory  products,  which 
exist  in  the  form  of  recent  exudation,  and  partially 
or  perfectly  organised  fibrous  tissue,  is  effected  by 
the  pressure  of  a  catheter,  especially  when  this  is 
allowed  to  remain  in  the  stricture  for  some  time. 
The  blood-vessels  are  mechanically  supported,  and  so 
endosmosis  is  favoured,  and  the  result  is  atrophy  from 
continuous  pressure.    The  process  is  analogous  to  the 
dispersion  of  chronic  inflammatory  thickening  of  a 
limb  by  strapping  and  bandaging.    In  internal  ure- 
throtomy the  stricture  is   divided,   and  the  edges 
gape;  the  latter  condition  I  verified  by  post-mortem 
examination  in  a  case  fatal   soon  after  operation- 
Lymph  is  effused  about  the  wound,  and  the  interval  is 
filled  up  by  plastic  matter;  the  same  in  kind,  but 
less  in  degree,  as  wlien  a  tendon  is  elongated  after 
tenotomy.  Catheterism,  subsequent  to  section,  stretches 
the  young  connective  tissue,  and  with  it,  though  to  a 
slighter  extent,  the  material  of  wliich  the  stricture 
was  origuially  composed. 
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When  there  is  much  induration  outside  the 
urethra,  internal  urethrotomy  may  fail  to  divide  the 
entu-e  thickness  of  the  stricture.  It  is  in  these  cases 
that  external  urethrotomy  is  of  such  signal  service. 


CHAPTER  LXVI. 

URINARY  ABSCESS.      EXTRAVASATION  OF  URINE. 
URINARY  riSTULA. 

Urinary  abscess  is  usually  preceded  by  stric- 
ture, which  is  in  fact  its  jDrincipal  cause.    The  tension 
upon  the  urethra  at  and  beiiind  the  stricture  sets  up 
inflammation,  and  this  leads  to  ulceration  through  the 
walls,  and  consequent  escape  of  a  small  quantity  of 
urine  under  high  pressure  ;  or  the  inflammation  spreads 
to  the  cellular  tissue  outside  the  urethra,  and  there  ends 
in  suppuration.    In  the  latter  case  a  communication 
between  the  urethra  and  the  abscess  cavity  is  subse- 
quently established.    It  is  not  always  easy  to  tell  the 
order  of  sequence,  but  from  the  fact  that  the  ca^^ties 
of  some  jserineal  abscesses  due  to  stzicture  are  en- 
tirely free  from  the  channel  of  the  urethra,  and  that 
occasionally  urine  first  makes  its  appearance  at  the 
wound  some  time  after  the  abscess  has  burst,  or  has 
been  oj^ened,  it  seems  clear  that  the  second  mode  of 
formation  is  by  no  means  infrecjuent.  Whatever 
may  be  the  exact  mode  of  formation,  a  barrier  of 
lymph  is  tlu'own  out  around  the  abscess,  and  this 
checks  the  sudden  outrush  of  lu'ine  and  extravasa- 
tion into  the  s^Daces  of  the  areolar  meshwork.  The 
pressure  of  the  inflammatory  exudation  outside  the 
urethra  adds  to  the  dilliculty  of  the  urine  escaping  by 
the  n-iitaral  passage,  and  to  the  chances  of  its  finding 
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its  way  into  the  abscess.  In  this  way  the  tension 
becomes  so  great  that  unless  it  is  relieved  by  free 
incision  there  is  great  danger  of  the  wall  of  the  abscess 
breaking  down,  with  consequent  extravasation. 

The  obstruction  to  the  flow  of  urine  may  be 
lessened  by  ulceration  and  sloughing  of  the  strictured 
part  of  the  urethra.  In  very  rare  cases  the  relief  thus 
afforded  is  sufficient  to  provide  for  the  discharge  of 
the  contents  of  the  abscess  per  urethram.  As  a  rule, 
however,  an  artificial  opening  is  made  in  the  perineum, 
and  through  this  the  pent-up  matter  escapes.  Sub- 
sequently the  cavity  of  the  abscess  shrinks,  but  its 
complete  closure  is  often  prevented  by  the  pressure 
of  the  urine  behind  the  stricture,  and  fistula  is  the 
result. 

The  contents  of  the  abscess  consist  of  pus,  urine, 
and  the  debris  of  tissue.  They  are  very  offensive  from 
putrefactive  decomposition. 

The  pressure  of  an  impacted  calculus  may  cause 
an  opening  in  the  urethral  wall  by  ulceration,  and  in 
this  way  the  calculus  may  escape  into  the  sub-urethral 
tissues,  and  there  set  up  suppuration.  The  pus  from 
such  an  abscess  may  make  its  exit  entirely  by  the 
urethra,  since  with  the  disappearance  of  the  calculus 
from  the  natural  passage  the  chief  source  of  obstruc- 
tion to  the  flow  of  urine  is  removed.  Such  cases 
prove  that  high  tension  is  a  far  more  potent  cause  of 
urinary  abscess  and  extravasation  than  the  chemical 
irritation  of  the  tissues  by  urine.  So  long  as  the 
calculus  remains  in  its  new  position  it  is  subject  to 
increase  in  size,  from  the  deposit  of  urinary  salts  as 
the  fluid  bathes  its  surface,  for  it  is  very  seldom  that 
the  orifice,  by  which  the  cavity  lodging  the  stone  com- 
municates with  the  urethra,  closes.  The  incrustation 
of  the  calculus  may  lead  to  difficulty  in  micturition 
later  on,  in  consequence  of  encroachment  upon  the 
urethral  channel. 
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^.^.^'T,^  ^^'"'f  ^°^^«<^tioi^  ^vith  the  penile 
caTcuks  usually  the  result  of  impacted 

Extravasation  of  urine.-Either  the  bladder  or 
the  urethra  may  give  way.  When  the  former  ruptures 
w?"^  ii!  cohering  acute  peritonitis  is  set  up. 

When  the  rent  occurs  below  the  attachment  of  the 
false  ligaments  pelvic  cellulitis  is  the  consequence. 
Ihe  causes  of  urethral  extravasation  are  stricture, 
blows  in  the  perineum,  fracture  of  the  pubic  bone 
and  impacted  calculus.  In  children  the  last-mentioned 
cause  is  the  most  common. 

_     "  Extravasation  "  differs  from  "  urinary  abscess  " 
in  that  the  urme  is  rapidly  diffused  through  the 
interstices  of  the  cellular  tissue,  instead  of  bein^ 
limited  to  a  comparatively  small  space.    This  depends 
(1)  upon  the  size  of  the  opening  in  the  urethra,  (2) 
upon  the  degree  of  obstruction  in  its  lumen.  The 
loose  areolar  tissue  in  the  perineum  and  scrotum 
offers  but  little  resistance  to  the  escape  of  urine,  as 
the  latter  is  forced  along  under  high  pressure.  The 
irritative  nature  of  the  fluid  and  the  great  tension 
upon  the  blood-vessels  soon  lead  to  stasis  and  wide- 
spread thrombosis  and  gangrene.    The  parts  become 
enormously  swollen.    At  first  they  are  tense  and 
red,  then  they  become  boggy  and  discoloured;  for 
with  the  cessation  of  the  circulation  exudation  is 
checked  ;  and  the  haemoglobin  of  the  blood  is  decom- 
posed.     The    derivative  pigments  variously  tinted 
cause  the  skin  to  assume  a  mottled  and  varie'mted 
aspect — red,  green,  black,  etc.     Subcutaneous,  euTpliy- 
sematous  crackling  can  be  felt.    This  is  due  to  the 
evolution  of  gases  of  putrefaction.   On  cutting  into  the 
gangrenous  tissues  a  sero-sanguinolent  fluid  escapes. 
If  suppuration  have  preceded  the  general  extravasa- 
tion, the  discharge  will  contain  much  pus.    Tlie  local 
treatment  is  directed  to  two  ends :    (1)  Relief  of 
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inflammatory  tension,  and  escape  of  decomposing 
fluids  ;  (2)  establishment  and  maintenance  of  a  free 
passage  from  the  bladder ;  or,  in  other  words,  the 
removal  of  the  efi'ects  of  past  extravasation,  and  the 
prevention  of  further  mischief.  So  long  as  the 
lymphatics  and  blood-vessels  remain  exposed  to 
putrescent  matter  the  danger  of  septic  absorption 
continues.  Asthenia  and  septicaemia  are  the  conse- 
quences to  be  feared  and  guarded  against. 

The  path  of  the  extravasation  is  directed  by  the 
attachments  of  the  deep  membranous  layer  of  the 
superficial  fascia  ;  hence  it  passes  from  the  perineum 
to  the  scrotum,  and  so  on  to  the  abdomen.  Limited 
yet  fatal  extravasation  has  been  known  to  follow 
tapping  of  the  bladder  through  the  rectum  and  above 
the  pubes. 

Urinary  fistula. — The  bladder  may  communi- 
cate with  the  rectum  or  vagina,  and  the  urethra  with 
the  external  surface,  rectum,  or  vagina.  Recto- 
vesical fistula  is  generally  the  consequence  of  some 
operative  measure,  such  as  rectal  lithotomy,  or  tap- 
ping of  the  bladder  per  rectum;  but  it  also  arises 
during  the  progress  of  a  pelvic  abscess.  In  the  latter 
case  a  direct  passage  is  opened  up  between  the  two 
viscera  by  ulceration  or  sloughing  of  their  contiguous 
walls  ;  or  a  sinuous  tract  intervenes.  Vesico-vaginal 
fistula  results  from  long-continued  pressure  of  the  fcetal 
head  during  parturition,  and  from  vaginal  lithotomy. 
Ordinary  perineal  urinary  fistula  is  a  common  sequel 
of  urinary  abscess  and  extravasation.  These  unna- 
tural passages  remain  open  from  one  or  both  of  two 
causes  :  obstruction  to  the  flow  of  urine  per  viam 
naturcdem  ;  and  want  of  rest,  which  entails  the  absence 
of  those  conditions  necessary  to  the  union  of  two 
opposed  granulating  surfaces.  No  amount  of  treat- 
ment is  likely  to  be  successful  in  a  case  of  perineal 
fistula  whilst  a  stricture  of   the  urethra  remains 
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undilated,  for  there  is  a  frequently  recurring  dis- 
tention of  the  walls  of  the  fistula  by  the  stream  of 
urine  diverted  from  its  proper  course.  The  physio- 
logical contraction  of  the  muscles  of  the  bladder, 
vagina,  and  rectum  causes  one  granulating  surface  to 
glide  upon  the  other,  and  so  keeps  up  continual 
irritation,  and  exudation  from  the  vessels.  An  impor- 
tant point  in  the  management  of  these  cases  after 
operation  is,  as  far  as  possible,  to  relieve  the  viscera 
involved  of  their  functional  activity. 

Where  fistulous  tracts  are  long  and  sinuous,  it  is 
often  necessary  to  lay  them  freely  open,  otherwise  the 
external  openings  may  contract,  or  even  close,  before 
the  granulations  in  the  deeper  recesses  cease  to  secrete 
more  than  suffices  for  their  agglutination.  By  this 
unequal  contraction,  cul-de-sacs,  or  segments  of  the 
main  sinus,  become  filled  with  j)us,  which  goes  on 
accumulating  until  the  tension  is  high  enough  to 
burst  open  the  original  orifice,  or  a  gradual  process  of 
ulceration  establishes  a  new  one. 


CHAPTER  LXVII. 

HYPERTROPHY  OF  THE  BLADDER. 

Hypertrophy  of  the  muscular  coat  of  the  bladder 
is  the  result  of  increased  functional  activity.  As  a 
rare  event,  this  happens  in  children  from  excess  of 
intrinsic  nervous  or  muscular  irritability  of  the  organ. 
With  this  exception,  hypertrophy  may  be  considered 
as  consequent  on  oV)struction  to  the  flow  of  urine  in 
some  part  of  the  urethra.  Enlargement  of  the  pro- 
state and  organic  stricture  are  by  far  the  most  com- 
mon antecedents.    In  these  cases  the  hypertrophy  is 
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purposive  or  compensatory.  It  is  called  into  existence 
by  the  stimulus  of  increased  resistance  (Fig.  2). 

Up  to  a  certain  extent,  hypertrophy  is  able  to 
keep  pace  with  the  obstruction ;  but,  as  a  rule,  sooner 
or  later  the  pressure  becomes  so  great  that  dilatation 
is  superadded,  the  same  as  in  "  dilated  hypertrophy  " 
of  the  heart.  The  walls  of  the  bladder  may  be  so 
expanded  that  the  hypertrophy  is  masked.  The  true 
index  of  its  existence  is  the  amount  or  bulk  of  the 
entire  muscular  coat,  and  not  simply  its  thickness. 
When  the  distention  is  very  great,  there  is  compara- 
tive powerlessness,  and  the  condition  is  known  as 
atony.  Ceteris  paribus  the  atony  is  proportionate  to 
the  acuteness  of  the  distention.  There  are  several 
factors  concerned  in  its  production  :  (1)  Exhaustion 
of  muscular  irritability  from  repeated  futile  efforts 
to  overcome  the  resistance  ;  (2)  deficiency  of  innerva- 
tion ;  (3)  degeneration  of  the  muscular  fibre  cells. 

As  long  as  the  bladder  is  able  to  empty  itself,  the 
obstruction  may  be  very  great  without  causing  atony  ; 
for,  in  the  intervals  of  physiological  rest,  repair  takes 
place.  Permanent  tension  means  exhaustion.  A 
consideration  of  these  facts  explains  why,  in  most 
cases,  dilatation  succeeds  hypertrophy  from  enlarged 
prostate,  and  why,  as  an  exceptional  circumstance, 
the  hypertrophied  bladder  remains  empty  and  con- 
tracted, and  is  smaller  than  the  prostate. 

The  difficulty  intei-posed  in  the  way  of  free  circu- 
lation through  the  vessels  of  the  mucous  membrane 
leads  to  atrophy  of  the  more  highly  developed  elements 
and  areolar  hyperplasia  of  the  submucous  tissue. 

Hypertrophy  and  dilatation  of  the  ure- 
ters.*— The  pathology  and  morbid  anatomy  are  the 
.  same  as  in  the  corresponding  states  of  the  bladder. 
*  Vide  Surgical  Kidney,  page  394. 
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CHAPTER  LXVIII. 
cystitis:  ulceration  of  the  bladder. 

_  The  causes  of  cystitis  are  (1)  spreading  of  the 
inflammatory  process  from  one  of  the  neighbouring 
passages,  as  in  gonorrhoea!  urethritis ;  (2)  tension  on 
the  walls  of  the  bladder,  as  in  retention  from  stric- 
ture, enlarged  prostate,  and  fracture  of  the  spine  ;  (3) 
irritation  of  the  mucous  membrane  by  the  chemical 
products  of  decomposition  of  urine  ;  (4)  mechanical 
irritation  from  a  calculus,  etc.  ;  (5)  vaso-motor  and 
trophic  changes  consequent  on  injury  or  disease  of  the 
central  nervous  system ;  (6)  new  growths,  e.g.  cancer 
and  tubercle  ;  (7)  certain  drugs,  e.g.  cantharides  and 
turpentine. 

It  frequently  happens  that  more  than  one  cause  is 
concerned  in  producing  cystitis  ;  e.g.  in  fracture  of 
the  spine  there  is  tension  from  the  retention  of  urine  ■ 
perverted  nutrition  of  the  mucous  membrane  from 
disordered  innervation  ;  acute  congestion  from  para- 
lysis of  the  vaso-motor  nerves  ;  and  sometimes,  though 
unwarrantably,  septic  decomposition  of  urine  from 
the  passage  of  an  unclean  catheter.  Decomposition  of 
urine  is  both  a  cause  and  consequence  of  cystitis. 

In  the  viscid  mucus  of  chronic  catarrh  there 
exists  a  ferment  capable  of  setting  up  the  alkaline 
fermentation.  In  consequence  of  this,  urea  is  con- 
verted into  carbonate  of  ammonia.  But  this  is  not 
the  only  product  of  the  decomposition,  and,  probably, 
not  the  chief  one,  in  so  far  as  the  cause  or  increase  of 
the  inflammation  is  concerned. 

Varieties  of  cystitis — These  may  be  arranged 
on  two  bases  :  (1)  As  to  the  intensity  of  the  inflam- 
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mation,  acute  and  clironic ;  (2)  as  to  the  cause,  e.g., 
calculous  cystitis,  tubercular  cystitis,  etc. 

The  term  "  catarrh  "  is  somewhat  misleading ;  for 
clinically  it  refers  to  chronic  and  subacute  inflamma- 
tion, whilst  pathologically  it  receives  its  interpretation 
more  or  less  in  every  case  of  cystitis. 

Acute  cystitis  consists  of  increased  multiplica- 
tion, mucoid  transformation,  and  shedding  of  the 
epithelial  cells,  and  of  exudation  of  liquor  sanguinis 
and  migration  of  leucocytes.  The  products  vary  in 
appearance  and  consistence  according  to  the  degree  of 
inflammation.  At  first  they  are  comparatively  thin, 
the  serum  of  the  blood  mingling  with  and  diluting 
the  mucus  derived  from  dissolution  of  the  distended 
epithelial  cells.  A  number  of  corpuscles  are  held  in 
suspension,  but  not  as  yet  in  sufficient  numbers  to 
cause  more  than  a  cloudiness  of  the  fluid.  As  the 
inflammation  heightens,  the  discharge  becomes  muco- 
purulent and  then  purulent ;  but  in  every  stage  it 
contains  a  considerable  quantity  of  mucin.  Then,  as 
resolution  takes  place,  it  diminishes  in  quantity,  and 
gets  more  glutinous,  and  finally  the  secretion  returns 
to  the  normal. 

In  comparatively  rare  cases  the  exudation  is 
liighly  fibrinous,  coagulating  upon  the  surface  of  the 
mucous  membrane,  and  forming  a  cast  of  the  interior 
of  the  bladder.  Anatomically,  it  resembles  the  false 
membrane  of  croup  and  the  casts  of  plastic  bronchitis. 

When  the  inflammatory  congestion  is  very  intense, 
capillary  haimorvhages  occur  both  in  the  interstices  of 
the  membrane  and  on  its  surface;  the  exudation  is 
consequently  more  or  less  sanguinolent. 

Stasis  and  thrombosis  may  be  so  extensive  as  to 
entail  death  of  portions  of  the  mucous  membrane. 
Flakes  or  shreds  of  slough  are  set  free  by  liquefaction 
of  their  attachments,  and  floated  off  by  the  stream  of 
exudation  and  the  urine  with  which  they  are  bathed. 
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The  fluid  passed  per  urethrara  varies  not  only  as 
the  characters  of  the  inflammatory  products,  but  as  the 
amount  of  urinary  admixture  and  the  existence  and 
degree  of  decomposition.  Remaining  but  a  short  time 
m  the  bladder,  it  is  usually  acid. 

Chronic  and  subacute  cystitis  is  exceedingly 
common  as  the  result  of  hypertrophied  prostate,  and 
stricture  of  the  urethra.  In  both  these  diseases 
there  is  difficulty  in  completely  emptymg  the  bladder. 
V  ery  often  it  amounts  to  impossibility,  so  that  after 
each  effort  at  micturition  there  is  a  residuum  of 
urine.  This  is  very  liable  to  decompose,  and  increase 
and  perpetuate  the  cystitis. 

When  the  urine  is  allowed  to  stand,  it  will  be 
found  that  thick  ropy  mucus  clings  so  tenaciously  to 
the  bottom  of  the  vessel  that  inversion  of  the  latter 
does  not  suffice  to  disengage  it.  It  is  frequently  alka- 
line in  reaction  when  passed ;  if  not,  it  very  quickly 
becomes  so.  It  has  an  offensive  ammoniacal  smell. 
Besides  mucus,  it  contains  pus  and  dirty  gi'umous 
matter,  consisting  of  epithelial  cells,  blood  corpuscles, 
and  amorphous  debris.    It  deposits  triple  phosphate. 

The  mucous  membrane  is  deeply  congested,  much 
swollen,  and  sometimes  pigmented  to  a  marked  degi-ee. 
The  summits  of  the  temporary  rugEe,  and  even 
broader  tracts,  are  often  encrusted  with  sabulous 
material  (inspissated  mucus  and  pus  impregnated  with 
earthy  salts). 

The  ureters  and  kidneys  are  generally  diseased. 
Cystitis  varies  from  acute  purulent  infiltration 
and  discharge  to  chronic  mucous  catarrh.  The  terms 
"acute,"  "subacute,"  and  "chronic"  do  not  denote 
fixed  pathological  landmarks.  They  are  used  to  indi- 
cate groups  of  symptoms  and  morbid  appearances  of 
comparative  but  indeterminate  intensity. 

There  is  a  certain  amount  of  cystitis  iu  the  acute 
fevers  and  other  pyrexial  conditions. 
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Ulceration  of  the  bladder  is  caused  by  (1)  the 
mechanical  irritation  of  a  stone,  etc.  ;  (2)  the  breaking 
down  of  tubercular  deposits;  (3)  malignant  disease; 
(4)   destructive    inflammation    arising   from  other 


Pig.  55.— Tubercular  Ulceration  of  the  Bladder. 
a,  Jliliary  granulations  ;  6,  excavated  ulcers  ;  c,  rcsicula  scminali<i  •  fi  vni. 
deferens,  enlarged  from  tubercular  inflaraination  ^ReducT™e  half.! 

sources;  e.g.,  gonorrhoea,  septic  infection  of  a  litho- 
tomy wound,  etc. 

Ulceration  from  the  pressure  and  friction  of  a 
stone  IS  generally  situated  about  the  neck  of  the 
bladder,  since  this  is  the  part  most  subject  to  iniury 
when  the  viscus  empties  itself  of  its  urinary  contents 
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The  ulcer  is  comparatively  superficial,  and  without 
niarked  induration  of  the  base.  It  is  usually  asso- 
ciated with  advanced  cystitis  of  the  entire  mucous 
membrane. 

Tubercular  ulceration  is  due  to  the  softening  of 
miliary  tubercles  and  consecutive  destruction  of  the 
surrounding  tissues.  The  ulcers  are  multiple,  as  a  rule 
(Fig.  55).  Though  most  common  at  the  base,  they  are 
often  indefinitely  distributed.  Their  margins  are 
sharply  defined,  and  frequently  undermined.  By  the 
coalescence  of  contiguous  ulcers  the  mucous  and  sub- 
mucous tissues  may  be  destroyed  over  a  wide  expanse. 
Tubercular  ulcers  of  the  bladder,  ureters,  and  urethra 
may  be  found  in  the  same  subject,  together  with 
miliary  granulations  in  the  kidneys,  testicles,  and 
other  organs. 

Malignant  tumours  of  the  bladder  ulcerate  early, 
for  in  addition  to  their  iutrinsic  tendency  to  dis- 
integration, they  are  subject  to  injury  by  muscular 
contraction. 

When  treating  of  acute  cystitis  it  was  remarked 
that  the  circulation  might  be  so  far  arrested  as  to 
lead  to  ulceration  and  sloughing  of  the  mucous 
membrane.  This  is  all  the  more  likely  to  occur 
where  the  inflammation  is  infective. 


CHAPTER  LXIX. 

TUMOURS  OF  THE  BLADDER, 

Tumours  of  the  bladder,  like  those  of  other  hollow 
viscera,  are  liable  to  assume  the  polypoid  or  villous 
form,  'i'his  is  notably  the  cas(3  with  regard  to  benign 
growths,  but  the  malignant  ones  arc  not  exempt. 
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The  peculiarity  depends  more  upon  unequal  resistance 
than  on  a  special  predisposition  of  the  new  formation 
to  enlarge  in  a  certain  direction.  On  account  of  the 
varying  amount  of  support,  consequent  on  the  state 
of  tension  of  the  walls  of  the  bladder,  and  the 
disturbance  of  the  circulation  in  the  tumour  caused 
by  contraction  of  the  muscular  coat,  haemorrhage  is 
usually  a  prominent  symptom.  It  is  more  likely  to 
occur,  and  in  profusion,  in  those  cases  where  the 
blood-vessels  are  large,  numerous,  thin-walled,  and 
imbedded  in  soft  loose  tissue;  e.g.,  in  simple  villous 
tumour  and  villous  cancer.  Bleeding  may  be  the 
first,  and  for  a  long  time  the  only,  indication  of  a 
growth.  But  the  diagnosis  may  often  be  verified 
by  a  microscopical  examination  of  the  urine,  and 
especially  that  drawn  off  by  a  catheter.  In  one  case 
I  found  numerous  delicate  tufts  of  villous  growth,  and 
in  another  a  minute  fragment  of  columnar  epithelioma. 
This  method  of  investigation  is  of  great  importance 
where  the  existence  of  a  benign  tumour  is  suspected  ; 
since  there  is  an  absence  of  induration  of  the  walls  of 
the  bladder. 

Malignant  tuinoiu  s  of  the  bladder  comprise 
villous  cancer  (encephaloid),  epithelioma,  and  sarcoma. 
They  are  mostly  primary,  beginning  in  the  bladder  or 
neighbouring  parts,  vagina,  rectum,  or  prostate. 

Villotis  cancer  is  very  rapid  in  its  growth.  The 
surface  of  the  tumour  is  flocculent  from  delicate  out- 
growths and  shreds  of  disintegrating  tissue.  The 
base  is  broad,  and  not  limited  to  the  mucous  mem- 
brane. In  fact,  there  is  infiltration  of  the  walls  of 
the  bladder.  The  trigone  is  the  usual  seat  of  the 
disease.  The  surrounding  structures  may  be  involved 
Haemorrhage,  and  painful  and  frequent  micturition, 
are  the  chief  symptoms. 

Epithelioma. —Authors  differ  as  to  the  relative 
frequency  of  epithelioma  and  encephaloid  cancer  of 
z — 2 
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the  bladder.  There  are  two  facts  that  help  to  explain 
the  discrepancy ;  firstly,  cases  of  sarcoma  have  been 
included  with  soft  cancers;  and  secondly,  both  the 
tumours  in  question  (epithelioma  and  encephaloid 
cancer)  are  of  epithelial  origin,  and  the  disposition 
and  relative  amount  of  stroma  and  cells  vary.  The 
natural  surface  epithelium  of  the  bladder  is  flattened, 
and  the  cells  of  the  deeper  layers  are  fusiform  or 
columnar.  Each  variety  may  be  represented  in  the 
new  growth.  I  have  met  with  pure  columnar  ej^ithe- 
lioma.  The  tumour  is  of  firmer  consistence  than 
encephaloid  cancer,  and  the  surface  is  generally 
smoother,  it  may  be  unevenly  lobulated. 

Sarcoma.  — The  clinical  and  pathological  cha- 
racters are  those  of  round  and  spindle-celled  sarcoma 
generally. 

Beiiign  tumours  of  the  bladder  are  almost 
invariably  polypoid,  or  villous.  They  have  a  special 
tendency  to  grow  from  the  trigone  near  the  orifices  of 
the  ureters.  By  far  the  most  common  variety  is  the 
simple  villous  tumour  (Fig.  74.)  This  may  be  single 
or  multiple.  Occasionally  it  is  difi"use,  the  greater 
part  of  the  mucous  membrane  being  covered  vnth.  a 
shaggy,  flocculent  coat.  The  villi  are  arborescent  in 
some  cases,  filiform  in  others.  The  mucous  mem- 
brane appears  healthy  close  up  to  the  insertion  of 
the  outgrowths,  or  only  unusually  rough  from  fine 
villosities.  There  is  no  invasion  of  the  deeper 
structures.  This  is  also  true  of  the  other  benign 
growths.  It  is  an  important  feature,  since  it  serves  to 
distinguish  "villous  tumour  "from  "villous  cancer" 
even  in  the  early  stages  of  development  of  the  latter, 
when  the  two  formations  have  such  a  close  surface 
resemblance  to  one  another.  The  basis  of  the  villous 
or  papillary  processes  consists  of  a  delicate  stroma  of 
fibrous  or  mucous  tissue  richly  supplied  with  large 
caj)illary  vessels.    The  epithelium  may  be  squamous, 
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or  columnar,  and  disposed  in  few  or  many  layers. 
Granules  of  blood  pigment,  scattered,  or  in  groups, 
may  frequently  be  seen  in  the  substance  of  the  growth. 
These  are  the  remnants  of  interstitial  extravasations, 


Fig.  56.— Mucous  Polypi  of  tbe  Bladder  of  a  Female  Child,  aged 
eighteen  months. 

The  majority  are  attaclied  .iround  the  orifice  of  the  right  ureter  The  urimn.- 
organs  have  been  removed  in  their  entirety,  togethei- with  the  rectum  ami  \ 
portion  of  the  pelvis,  a,  polypi ;  6,  the  same  prolapsed  and  coneeXd  froin 
partial  strangulation  by  the  dilated  urethra  c,  vaeiiia  •  rf  rpct.im  •  /  ?nr 
surface  of  divided  symphysis  pubis ;  /,  dilated'ureter^  (Reduced  one  half  ) 

and  not  the  result  of  true  physiological  pigmentation 
by  the  agency  of  the  protoplasm  of  the  cells. 

Next  in  order  of  frequency  to  vUlous  tumour  comes 
fibroma,  or  fibrous  polypus.  It  is  distinctly  pedun- 
culated, and  of  firm  fleshy  consistence. 
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Mucous  or  gelatinous  polypus  is  a  great  rarity. 
Paget  records  two  cases.  Figs.  56  and  64  were  taken 
from  one  that  came  under  my  notice  at  University 
College  Hospital.  With  the  exception  that  the 
epithelium  is  squamous,  these  polypi  differ  in  no 
essential  particular  from  the  common  nasal  variety. 

A  pedunculated  outgrowth  from  the  prostate 
sometimes  projects  into  the  bladder.  Clinically  it 
may  be  classed  with  the  other  vesical  tumours,  but 
pathologically  it  is  quite  distinct  from  them. 


CHAPTER  LXX. 

HEMATURIA. 

Blood  may  escape  from  any  part  of  the  ui'inary 
tract,  from  the  Malpighian  glomeruli  of  the  kidney 
down  to  the  spongy  portion  of  the  urethra.  In  the 
diagnosis  of  its  source  one  has  to  pay  attention, 
amongst  other  points,  to  its  quantity,  colour,  degree 
of  admixture  with  the  urine,  and  the  period  at  which 
it  makes  its  appearance  with  regard  to  the  act  of 
micturition. 

"When  the  blood  comes  from  the  kidney  it  is  usually 
quite  dark,  from  reduction  of  the  oxjdiasmoglobin  by 
the  urine ;  but  there  are  exceptions  to  the  rule.  I 
have  known  it  to  be  florid  in  copious  bleeding  from  a 
cancerous  tumour.  Very  large  effusions  generally 
come  from  the  kidney  or  the  bladder.  Profuse 
haemorrhage  from  the  urethra  is  known  by  the  fact  of 
its  escaping  independently  of  the  act  of  micturition. 

IlBEinorrliage  from  the  Ridiiey  may  be  in 
small  or  dangerously  large  quantity.  The  causes  of 
severe  hremorrhage  are  (1)  malignant  tumour;  (2)  lace- 
ration of  the  kidney  ;  (3)  renal  calculus  ;  (4)  congestion 
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in  acute  Bright's  disease  ;  (5)  reflex  hypersouna,  from 
irritation  of  some  part  of  the  iirinary  passages,  e.g.  by 
the  dilatation  of  a  stricture  of  the  urethra  ;  (6)  disturb- 
ance of  the  spinal  nervous  system.  (Vide  Trophic 
lesions.)  Tubercular  disease  of  the  kidneys  and  other 
morbid  states  occasionally  give  rise  to  it. 

The  bleeding  from  primary  cancer  and  sarcoma  of 
the  kidney  may  be  very  profuse,  but  its  occurrence  is 
by  no  means  certain.  One  cause  of  immunity  is 
obstruction  of  the  ureter  by  a  projection  from  the 
gro^vth.  Secondary  cancer  is  less  vascular  than 
primary,  and  it  usually  exists  in  the  form  of  nodules, 
instead  of  a  soft  fungoid  mass,  so  the  chances  of 
haemorrhage  are  more  remote. 

In  laceration  of  the  kidney,  the  hsematuria  is 
likely  to  be  very  great,  unless  the  organ  is  completely 
crushed,  or  the  ureter  ruptured. 

In  acute  Bright's  disease  the  bleeding  is  salutary 
within  a  certain  range.  It  is  nature's  mode  of  giving 
relief  to  the  over-distended  vessels.  The  mechanism 
consists  of  high  blood-pressure  and  diminished  power 
of  resistance  from  degeneration  of  the  walls  of  the 
capillaries. 

The  haemorrhage  from  reflex  hypersemia  can  be 
explained  in  two  ways  :  (1)  a  general  flooding  of  all 
the  vessels  of  the  kidney,  from  vaso-motor  paralysis  ; 
(2)  contraction  of  the  renal  arteries,  and,  as  a  con- 
sequence, venous  reflux  into  the  capillaries. 

Ileemorrlia^e  from  the  ureters  is  never  very 
great.  The  causes  are  (1)  the  passage  of  a  calculus  ; 
(2)  simple  and  tubercular  inflammation. 

Hsemorrhag^e  from  the  bladder,  when  pro- 
fuse, is  strongly  suggestive  of  villous  growth,  or  acute 
ulceration  opening  up  a  comparatively  large  vessel. 
Intermittent  hcBmatwria  depends  on  the  presence  of  an 
animal  parasite,  Bilharzia  hajmatobia.  It  may  extend 
over  many  years.    Adults  rarely  get  rid  of  the  disease; 
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cystSis     ''^'''^^     ''^^'"^^  li£ematuria  are  calculus  and 

Haemorrhage    from    the    prostate  and 

iirethra._Prostatitis,  prostatic  abscess,  malimant 
c  isease,  and  catheterism  should  be  inquired  after  in 
the  tormer  case.  Traumatism  from  without  and 
withm,  over-distention  of  the  erectile  tissue  of  the 
corpus  spongiosum,  acute  urethritis,  urethral  chancre 
and  the  passage  of  a  calculus  in  the  latter.  In  old 
men  with  enlarged  prostates,  hsemorrhage  from  the 
vems  and  capUlaries  is  at  times  sudden  and  copious  It 
must  be  borne  in  mind  that  "  blood  in  the  urine"  is  not 
synonymous  with  "  hfematuria."  The  admixture  may 
take  place  after  the  urine  is  voided,  the  blood  being  de- 
rived from  some  other  source  than  the  urinary  tract. 

Haemog-lobimiria.— In  this  condition  the  blood 
corpuscles  are  broken  up,  and  the  colouring  matter  is 
diffused  through  the  urine. 


CHAPTEK  LXXI. 

DISEASES  OF  THE  PROSTATE  GLAfTD. 

Hypertrophy  of  the  prostate  is  a  disease 
incidental  to  advanced  age.  The  morbid  anatomy  is 
sufficiently  precise,  but  the  aetiology  is  unknown.  The 
entire  gland  may  be  the  seat  of  diffuse  hyperplasia,  or 
a  portion  of  it  only  may  be  enlarged,  or  circumscribed 
nodules  may  form  in  its  substance  (the  so-called 
"prostatic  glandular  tumours");  or,  lastly,  similar 
masses  may  project  from  its  surface,  as  in  the  analo- 
gous case  of  the  thyroid.  What  were  formerly 
designated  "  fibrous  tumours  "  of  the  prostate  are  now 
known  to  consist  in  the  main  of  unstriped  muscular 
fibre-cells.  Histologically,  nothing  is  observed  that  is 
not  typified  in  the  normal  structure  (Fig.  57). 

The    nearest   approach   is   made    by   "  uterine 


Ch:a.-p.  l.yiK.1.]  JIVPERTROPHV  OF  THE  FrOSTATE.  39I 

fibroids,"  but  the  latter  do  not  contain  glandular 
elements.  Hypertrophy  of  the  prostate  stands,  as  it 
were,  on  the  border-land  of  new  formations  or  growths, 


Pig.  57.— Section  of  a  so-called  Prostatic  Glanaular  Tumour 
(Lobulated  Hy jDertrophy ) . 

'i"  ''"'ifc^as  .1  walnut  was  shelled  out  during  the  extraction  of  a  vesical 
calculus,  a,  Glandular  recess  ;  b,  involuntary  muscular  fibre ;  c,  blood-vessel.  X  265. 

and  chronic  inflammatory  neoplasise  ;  but  the  general 
likeness  does  not  imply  intrinsic  pathological  affinity. 

So  long  as  the  prostatic  urethra  is  not  encroaclied 
upon,  the  gland  may  assume  considerable  proportions 
without  giving  rise  to  symptoms. 
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Cancer  of  the  prostate  is  not  common.  Tlie 
encephaloid  variety  is  said  to  be  that  usually  met 
with.  The  few  cases  that  I  have  seen  were  hard 
enough  to  merit  the  name  "  scirrhu.s."  The  symptoms 
generally  are  those  of  stone  in  the  bladder.  At  first 
the  induration  and  enlargement  simulate  the  si^^ns  of 
chronic  prostatitis  and  prostatic  hypertrophy.  Later 
on  the  acuteness  of  the  patient's  suffering,  the  wasting 
of  the  body,  the  repeated  htemorrhages,  and,  it  may  be 
the  implication  of  surrounding  structures,  clear  up  the 
diagnosis. 

Prostatitis  and  prostatic  abscess  Acute 

prostatitis  is  mostly  a  sequel  of  gonorrhceal  urethritis 
but  it  may  be  caused  by  instrumentation,  impaction 
ot  a  calculus,  and  other  modes  of  injury.  The  o-land 
is  excessively  tender.  It  is  swollen  and  indurated. 
Pus  may  escape  from  the  inflamed  prostatic  urethra 
without  the  occurrence  of  parenchymatous  suppuration. 
Prostatic  abscess  is  recognised  by  throbbing  pain, 
and  by  the  detection  of  bogginess  or  fluctuation  per 
rectum,  and  by  the  discharge  of  matter  in  considerable 
quantity.  It  usjially  bursts  into  the  urethra,  but  it 
sometimes  opens  into  the  rectum,  or  in  the  perineum. 
Piles  occasionally  develop  meanwhile.  Inflammation 
and  pus  formation  may  occur  around  the  gland  (peri- 
prostatitis). 

Chronic  prostatitis  is  the  sequel  of  an  acute  attack, 
or  the  inflammation  is  of  moderate  degree  from  the 
tirst.  Gleet,  syphilis,  vesical  calculus,  and  catheterism 
are  the  chief  causes.  The  morbid  changes  are  the 
same  in  kind  as  in  the  acute  disease.  The  gland  may 
be  left  permanently  hard  and  enlarged.  On  section 
it  looks  gi-eyish  and  somewhat  translucent,  not  unlike 
a  moderately  firm  scirrhous  tumour.  The  secreting 
glands  and  ducts  are  marked  by  pale  yellow  spots  and 
Btreaks. 

Tubercle  of  the  prostate  is  seldom  seen 
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except  in  conjunction  with  a  similar  affection  of  the 
epididymis,  vasa  deferentia,  and  vesicate  seminales. 
The  kidney,  ureters,  bladder,  and  urethra  may  be 
involved  at  the  same  time. 

The  tubercles  are  at  first  discrete,  then  they  be- 
come confluent.  Simple  chronic  prostatitis  is  set  up 
around  them.  The  tubercles,  and  the  exudation  pro- 
ducts in  which  they  are  embedded,  caseate,  and  the 
mass  sometimes  breaks  down,  forming  an  abscess  with 
purulent  and  cheesy  contents,  like  as  in  a  strumous 
lymphatic  gland. 

Tubercle  of  the  prostate  is  more  common  than  is 
generally  supposed.  In  all  cases  of  tuberculosis  of 
other  parts  the  prostate  should  be  examined. 

Corpora  amylacca  are  said  to  be  usually 
present  in  the  prostates  of  adults.  They  are  of 
microscopical  dimensions,  or  of  such  a  size  as  to  be 
clearly  visible  to  the  naked  eye.  Individually  they 
may  attain  a  diameter  of  from  J^-  to  \  of  an  inch. 
Collectively  they  sometimes  form  masses  of  consider- 
able magnitude,  being  embedded  in  some  cementing 
substance,  and  enclosed  in  a  common  capsule.  They 
are  for  the  most  part  composed  of  concentric  laminje. 
In  their  interior  may  be  seen  granular  particles,  or 
even  nuclei  and  cells.  They  may  be  coloured  brown 
or  black.  The  chief  alteration  to  which  they  are 
subject  is  calcification.  They  have  been  found  in 
phleboliths  in  the  prostatic  veins. 

_  Prostatic  calcuIi.—Those  of  intrijisic  prostatic 
origin  probably  begin  as  a  deposit  of  organic  matter 
m  the-  glandular  acini  or  ducts.  This  would  be 
followed  by  calcareous  infiltration  and  accretion. 

The  constituent  salts  are  phosphate  and  carbonate 
ot  hme,  chiefly  the  former. 

These  calculi  may  be  single  or  multiple.  By  their 
pressure  the  tissue  of  the  prostate  is  more  or  less 
absorbed. 
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They  may  be  encapsuled,  or  lie  loose  in  a  cavity, 
or  project  into  the  prostatic  urethra. 

When  there  are  several  in  the  same  subject  they 
are  liable  to  be  facetted  by  mutual  attrition ;  and  as 
felt  per  rectum  they  may  give  a  grating  sensation  as 
they  are  made  to  rub  one  against  the  other. 

A  vesical  calculus  may  become  impacted  in  the 
prostatic  urethra,  and  ultimately  embedded  in  the 
substance  of  the  gland. 


CHAPTER  LXXIT. 

SURGICAL  KIDNEY. 

Surgical  kidney  consists  essentially  of  an  inter- 
stitial or  intertubular  nephritis.  It  differs  from 
granular  or  gouty  kidney  as  follows  :  (1)  The  inflam- 
matory changes  are  more  irregularly  disposed  ;  (2)  the 
progress  of  the  disease  may  be  very  rapid  ;  if  chronic, 
it  is  subject  to  repeated  exacerbations ;  (3)  it 
frequently  ends  in  suppuration;  (4)  it  is  usually 
accompanied  by  cystitis  and  pyelitis;  (5)  the  con- 
comitant and  consequent  organic  changes  are  limited 
to  the  urinary  apparatus  ;  there  is  no  hypertrophy  of 
the  heart,  nor  a  general  systemic  arterio-capillary 
fibrosis. 

Causes.  —  These  come  under  two  heads:  (I) 
Those  that  raise  the  tension  in  the  renal  tubes  and 
capillaries ;  (2)  septic  poisoning. 

The  tension  may  be  increased  by  interference  with 
the  escape  of  urine  from  stricture  of  the  urethra; 
enlarged  prostate  ;  obstruction  of  one  or  both  uretere, 
from  (o)  impacted  calculus,  (6)  stricture  from  ulceration 
and  compression  by  a  tumour,  or  organised  lymph 
from  pelvic  cellulitis   {^ide  Lancet^  1879,  p.  769, 
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vol.  L);  and  paralysis  of  the  bladder  in  fracture  of 
the  spine. 

Although  the  urine  does  not  regurgitate  from  the 
bladder  into  the  ureters,  the  result  is  the  same  as  if  it 
did;  for  if  the  bladder  is  distended,  it  is  clear  the  urine 
must  be  dammed  back  upon  the  ureters  and  renal 
tubules.  The  distention  of  the  tubules  compresses 
the  vessels  that  encircle  them,  and  so  causes  a  venous 
refixix  into  the  capillaries  on  the  distal  side  of  the 
obstruction.  Again,  the  tension  may  be  raised  from 
reflex  irritation  of  some  part  of  the  urinary  tr^ct,  by 
a  stone  in  the  bladder,  or  operations  upon  the  urethra ; 
or  the  vaso-motor  paralysis  may  be  of  central  origin, 
as  in  crushing  of  the  spinal  cord. 

Septic  poisoning  may  take  place  :  (1)  By  spreading 
of  the  inflammation  in  the  continuity  of  the  mucous 
membrane  from  the  bladder,  ureter,  or  pelvis  of  the 
"kidney  ;  (2)  by  lymphatic  absorption  from  these  parts. 

Dickinson  accounts  for  the  nephritis,  and  the 
scattered  foci  of  the  inflammation,  by  embolism  of  the 
renal  veins;  but  the  limitation  of  the  infarctions  to 
the  kidney,  and  their  shape  and  local  distribution, 
seem  opposed  to  the  theory  of  embolic  pyemia. 

J ohnson's  explanation  of  the  dissemination  of  the 
abscesses  and  patches  of  inflammation  is,  that  they 
are  due  to  rupture  of  the  renal  tubules ;  but  if  this 
were  correct,  suppuration  should  be  more  constant 
than  it  is.  My  own  view  is  that  primary  thromboses 
occur  here  and  there  in  the  obstructed  intertubular 
capillaries  (cortical  and  medullary)  and  that  the  clots 
set  up  localised  perivascular  inflammation. 

Nephritis  following  injury  to  the  spinal  cord  may 
be  due  m  some  measure  to  trophic  lesions  of  the 
kidney. 

General  anatomy.— The  appearance  of  the 
kidney  varies,  according  to  the  cause  and  acutenesa  of 
the  mflaramation. 
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In  clironic  interstitial  neplu-itis,  from 
obstruction  to  the  flow  of  urine,  the  effects  of 
atrophy  from  pressure  are  combined  with  tliose  of 
inflammation.  The  papillse  are  flattened  or  entirely 
absoi'bed,  their  places  being  occupied  by  recesses  con- 
tinuous with  the  calyces.  In  extreme  cases  the 
pyramids  may  disappear,  and  only  a  thin  layer  of 
cortical  substance  remain. 

If  the  disease  be  limited  to  one  kidney,  every 
vestige  of  secreting  substance  may  vanish,  and  the 
capsule  may  then  retain  its  natural  outline,  or 
be  converted  into  a  large  thin-walled  cyst.  I  have 
known  such  mistaken  during  life  for  an  ovarian 
tumour.  Atrophy  from  pressure  is  more  pronounced 
when  the  disease  is  iinilateral,  for  then  the  other 
kidney  hypertrophies,  and  compensates  for  the  impaired 
function  of  the  crippled  oi-gan,  which  is  thus  relieved 
from  its  })hysiological  work. 

The  effects  of  inflammation  are  :  (1)  Indui-ation 
from  organisation  and  contraction  of  the  exudation ; 
(2)  an  irregular  nodulation  or  puckering  of  the 
surface  from  cicatrisation  ;  (3)  adhesion  of  the 
kidney  to  the  capsule,  and  the  capsule  to  the  peri- 
renal fat ;  (4)  cysts  fi'om  obstruction  of  the  secreting 
tubes. 

Acute  interstitial  nephritis. — Here  the  kidney 
is  paler  and  softer  than  normal,  being  infiltrated  with 
leucocytes.  It  is  spotted  and  streaked  with  dilated 
vessels  and  minute  extravasations  both  in  the  cortex 
and  pyramids.  The  small-celled  infiltration  may  be 
uniform,  but  more  often  it  is  unequally  distributed, 
and  then  there  are  pale  nodules,  and  these  in  different 
stasjeS  of  softening  and  abscess  formation.  The 
abscesses  are  usually  midtiple,  but  the  greater  part  of 
the  kidney  may  be  occupied  by  one  large  abscess 
formed  by  the  coalescence  of  smaller  ones.  Tlie  capsule 
is  adherent,  but  can  be  readily  separated.    There  may 
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be  suppuration  beneath  the  capsule,  and  in  rare  cases 
outside  it.  Sometimes  there  are  streaks  of  suppura- 
tion within  the  pyramids. 

Acute  supervening:  on  chronic  inflamma.- 

tion. — The  appearances  will  consist  of  a  mixture  of 
the  signs  of  the  above-mentioned  types. 

Condition  of  tSie  ureters  and  pelvis. — 

Much  will  depend  upon  the  cause,  duration,  and 
intensity  of  the  disease.  When  due  to  chronic  ob- 
struction they  are  dilated,  and  their  walls  thickened 
from  inflammatory  exudation  and  mvxscular  hyper- 
trophy. They  are  often  strictured  from  contraction 
following  inflammation,  or  cicatrisation  of  ulcers. 
The  mucous  membrane  is  thickened  and  hypersemic. 

In  acute  cases  the  passage  contains  a  mixture  of 
pvis  and  decomposed  urine,  often  tinged  with  blood 
from  capillary  hsemorrhages.  They  rarely  contain 
clear  acid  urine.  The  mucous  membrane  is  swollen 
and  deeply  congested,  and  it  may  show  points  of 
capillary  extravasation,  and  slate-grey  patches  of 
degenerating  lymph. 

Microscopy. — (1)  Chronic  inflammation. — In 
the  early  stages  there  is  congestion,  and  exudation  of 
leucocytes,  mostly  about  the  Malpighian  bodies,  the 
capsules  of  which  are  slightly  swollen  and  homogeneous. 
The  tubules  are  somewhat  dilated  (Fig.  58).  The 
epithelium  is  but  little  altered ;  at  the  most  the  cells 
are  flattened,  or  show  signs  of  commencing  proliferation 
and  cloudy  swelling. 

In  advanced  cases  there  are  wide  tracts  of  cica- 
tricial tissue,  in  which  but  few  vessels  and  no  tubules 
,  can  be  seen.  In  other  parts  the  disease  is  more 
active,  there  being  a  rich  infiltration  with  cells,  and 
increased  structural  change  in  the  secreting  epithe- 
lium ;  but  even  yet  some  portions  may  appear  fairly 
healthy. 

(2)  Acute  inflammation. — The  whole  organ  may 
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be  m  a  state  of  diffuse  inflammation,  the  interstitial 
tissue  being  everjAvbere  crowded  witli  cells.  The 
tubules  contain  altered  epithelium  and  casts  of 
fibrin,  and  even  of  leucocytes. 

But  the  disease  is  usually  concentrated  upon 
certain  points  where  nothing  can  be  seen  but  groups 
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Fig.  58.— Early  stage  of  Interstitial  Nepliritis  (Surgical  Kidney),  from  a 
case  of  Polypus  of  the  Bladder,  in  which  the  Orifices  of  the  Ureters 
were  obstructed. 

a.  Glomerulus,  the  vessels  are  hidden  hy  corpuscles  stained  with  logwood  .'6, 
reniil  tubule;  c,  tubule  containiacr  eiiithclial  debris  nnd  desquamated  cells ; 
d,  intcrtubular  tissue  iucreascd  and  infiltrated  with  leucocytes ;  e,  caiiillaries. 

of  cells,  or  abscesses  in  existence  or  in  course  of 
formation.  There  is  a  zone  of  hypersemia  around  these 
foci,  and  in  some  parts  capillary  extravasation  as-  well. 

State  of  tlie  urine.  —In  chronic  cases  the 
quantity  is  increased  from  tlie  high  vascular  tension. 
It  may  be  double  the  normal.    It  is  pale,  and  of  low 
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specific  gravity.  At  first  it  contains  but  little  or  no 
albiunin.    The  secretion  of  urea  is  diminished. 

In  acute  cases  the  amount  of  urine  may  still  be 
greatly  above  the  normal.  In  one  instance,  supposed 
during  life  to  be  diabetes  insipidus,  I  found  post 
mortem  both  kidneys  riddled  with  abscesses.  But 
often  the  kidney  is  so  crippled  that  the  amount  of 
water  is  diminished,  and  there  is  a  daily  decrease 
in  the  secretion  of  urea.  "When  cystitis  and  pyelitis 
are  present  the  urine  contains  pus  and  mucus,  and 
sometimes  blood. 

The  patients  usually  succumb  to  a  combination  of 
septicsemia  and  urinsemia. 


CHAPTER  LXXIIL 

URINARY    DEPOSITS    AND  CALCULI. 


TABLE  OF  UEINARY  DEPOSITS. 


Name. 

Characters. 

Causes. 

Symptoms. 

;es  or  Lithates  of  Ammonia 
and  Soda. 

Pinkish  yellow,  red, 
or  lateritious  (hrick- 
dust)  sediment ;  urine 
scanty,  acid,  nnd  high- 
coloured.     The  pre- 
ciijitate,  before  sub- 
siding, forms  a  cloud 
in  the  urine,  which 
clears  off  when  heated. 

Crystalline  form — 
urio     acid,  mostly 
rhombic  prisms  and 
plates.    "  Gravel." 

1.  Rapid  waste  of 
tissues,  e.g.,  as  in 
fevers;  2,  excess  in 
nitrogenous  food;  3, 
dyspepsia  ;  4,  ob- 
structed perspiration ; 
5,  congestion  of  the 
kidneys  (Golding 
Bird).  Also  imper- 
fect respiration.  Cold 
weather  will  precipi- 
tate urates  sometimes 
from  healthy  urine. 

Those  of  the 
causes.  Some- 
times also  a 
slight  burning 
feel  in  passing 
water. 

Urat 

Urates.— Minute  spheres  with "  acicular  spicul 
projecting  from  them. 

EB  of  uric  acid 
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Name. 

Chapaotebs. 

Cadses. 

Stmptoms. 

Oxalate  of  Lime. 

Crystalline  forms : 
1,  quadratic  octahe- 
dra ;  2,  dumb  -  beU 
crystals. 

"  Nervous  exhaus- 
tion;  "  dy sp  epsia ; 
over  -  work ;  mental 
■  distress ;    excess  of 
saccharine    food  or 
alcoholic  liquors. 

Those  of 
the  causes. 
0  0  casionaUy, 
loss  of  sexual 
vigour,  or  dis- 
order of  the 
sexual  func- 
tions. 

Phosphates. 

1.  Phosphate  of  Lime. 
—White,  cloudy  mass. 
Crystals :  spherules, 
dumb-bells,  rosettes, 
oblique  hexagonal 
prisms.  2.  Phosphate 
of  Ammonia  and  Mag- 
nesia {triple  phosphate). 
crystals  ^large^  :  tri- 
angular, truncated 
prisms,  four  -  sided 
prisms,  irregular  six- 
sided  plates;  stellate 
crystals  when  am- 
monia has  been  added. 

Alkaline  urine  is  the 
immediate  cause.  It 
is  caused  by  injuries 
and  diseases  of  the 
bladder,  especially 
paralysis  andoatarrhal 
inflammations ;  renal 
inflammation ;  spinal 
injui-y    or  disease. 
Nervous  exhaustion ; 
excessive  use  of  alka- 
lies ;  the  alkalinity  of 
the  uj-ine  is  said  to 
result  from  the  meta- 
morpb  osis  of  urea  into 
carbonate  of  ammonia. 

Urine  is 
offensive,  and 
often  contains 
muco-pus. 
Signs  of  cau- 
sative disease. 

Carbon- 
ate. 

Small  and  deUoate 
crystalliQe  spherules. 
Drum-sticlis. 

The   causes  which 
determine  the  change 
of  urea  into  carbonate 
of  ammonia. 

No  speciiil 
symptoms 
known.  De- 
posit rare. 

Blood. 

Urine  a  dirty -red 
coloui-;  after  standing, 
a  slightly  flocculent, 
brownish  sediment. 
Heat  coagulates  the 
albumen.  There  may 
be  blood  enough  to 
form  a  clot ;  then  the 
tirine  is  dark  brown- 
ish-red. Or  the  blood 
may  be  quite  unmixed 
with  the  urine. 

1.  Kidney  disease. 
Calculi,  congestion, 
inflammation,  injiu-y, 
scurvy,  the  Bilharzia 
capensis.  Malaria  may 
cause  intermittent 
hsematuria.  Blood 
from  the   kidney  is 
generally  mixed  uni- 
formly with  the  urine, 
and  forms  blood-  casts. 

2.  Bladder  alfections ; 
injuries,    stone,  tu- 
mours.   Blood  from 
bladder   often  flows 
pure  after  the  m-ine. 

3.  Urethra:  blood 
pure,  and  comes  bo- 
lore  or  with  urine,  or 
without  uriue  at  all. 

Those  of 
cause.  Use 
Heller's  tost 
for  blood. 
Heat  urine, 
t  li  e  n  add 
KHO  and 
heat  again. 
The  p  h  o  s  - 
phates  then 
tall  down  with 
the  colouriug 
matter  of  the 
blood.  The 
sediment  has 
a  dirty  -  red 
colour  by  re- 
flected, and 
a  splendid 
blood-red  col- 
our by  trans- 
mitted light. 
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Characters. 


Pus-corpuscles,  un- 
der the  microscope, 
are  spheroid  il  and 
granular.  The  pus 
generally  subsides  as 
a  dense  layer  of  a 
"  pale  greenish  cream- 
colour,"  which  can  be 
mixed  thoroughly 
with  the  ui-ine  by 
shaking.  Kot  affected 
by  acetic  acid.  Forms 
a  translucent  jelly 
when  hquor  potaseos 
IS  added.  The  urine 
is  albuminous. 


Epithelial  cells  lin- 
mg  urinary  passages. 
Sea  works  ou  general 
Anatomxj.  Often  in 
form  of  casts. 


Causes. 


Abscess,  lOceration, 
or  merely  cataiTh  of 
any  part  of  the  urinary 
passages.  1.  Pus  from 
the  kidneys  is  usually 
diffused  throughout 
urine  passed.  2.  Pus 
from  bladder  is  mostly 
mixed  with  mucus. 
3.  Pus  from  an  abscess 
is  usually  variable  in 
quantity,  and  not 
equally  diffused. 


Kidney  disease.  Ul- 
ceration or  catarrh  of 
bladder. 


Symptoms. 


Those  of 
the  cause. 


Those  of 
cause. 


TABLE  OF  CALCULI. 


Physical  Characters,  etc. 


Occurs  rarely  except  in 
children.  Grey,  smooth, 
dusty,  nou  -  laminated  ap- 
pearance. 


Smooth  or  warty.  Yel- 
lowish or  brownish.  Con- 
centric  structure. 


Rough,  warty,  "mul- 
berry '  appeorance.  Very 
hard.  Dark " blood-stained." 


Chemical  Characters. 


Soluble  in  boilmg  water.  Add 
Mbl  to  solution  and  you  get  a 
precipitate  of  uric  acid.  Heat 
with  potassium  carbonate  •  am- 
moma^escapes.  Blow-pipe  bums 


Gives  off  no  ammonia  when 
heated  with  KHO.  Evaporate 
Cool  ^^"^  nitric'^acid! 

+1,  'u™*^  add  a  little  NH,- 
the  characteristic  deep  purple-' 
red  murexide  is  then  ibtainel. 
Blcnv-pipebums  uric  acid  away. 

Easily  soluble  in^^itriTJi^id 
BoU  long  ma  solution  of  potasl 

carSull  V  w i^eutrnlise 
careUilly  with  mtric  acid  ;  then 
white  precipitates  can  be  f  ormed 

sil*ver'°'i^f  l-^-^^o' 
first  Vnn  °^'P'P<'  '•'^'^"'^es  it. 
first  to  calcium  cai-bonate,  then 

HNOg,  and  it  effervesces. 
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Physical  CHAttACTBEs,  etc. 

Chemical  Charactebs. 

Cystic  Oxide. 

Has  a  wavy  appearance, 
especially  when  fractured. 
Changes  colour  with  age 
from  pale  yellow  to  brown, 
grey,  or  green.  Extremely 
rare.    Contains  sulphur. 

Dissolves,  in  great  part,  in 
ammonia :  its  solution  then  de- 
posits, by  spontaneous  evapora- 
tion, six  -  sided  prismatic  and 
tubular  crystals.  Dissolve  in 
strong  caustic  potash.  Boil,  and 
add  a  little  solution  of  lead  ace- 
tate :  a  black  ijrecipitate  of  sul- 
pliide  of  lead  falls. 

Xanthic 
Oxide. 

Section,  lustrous  bright 
brown.  Most  extremely 
rare. 

Has  a  peculiar  deep  yellow 
colour,  when  its  solution  in 
nitric  acid  is  evaporated  to  dry- 
ness ;  characteristic. 

Mixed 
Phos- 
phates 
of  Lime. 

nated. 

Fusible  calculus  :  melts  m 
the  blow-pipe  flame.  Dissolve 
in  nitric  acid  and  add  excess  of 
ammonia  :  white  precipitate.* 

Oall  stones  compared  with  urinary 
calculi. — (1)  Gall  stones  are  mucli  lighter,  the 
majority,  when  dry,  floating  in  water  ;  (2)  they  feel 
greasy  to  the  touch ;  (3)  the  colour  of  many  differs 
from  that  of  any  known  form  of  urinary  calculus ;  (4) 
the  shape  is  often  suggestive,  sometimes  conclusive,  of 
their  nature.  The  presence  of  many  facets  is  in 
favour  of  biliary  origin.  If  large  and  barrel-shaped, 
with  terminal  facet,  there  can  be  no  doubt  that 
they  are  not  only  gall  stones,  but  that  they  were 
retained  for  a  long  time  in  the  gall  bladder,  and  were 
multiple.  When  granular  on  the  surface  they  look 
like  aggregations  ,of  minute  calculi,  Avhich  in  fact  they 
often  are.  (5)  On  fracture,  glistening  flakes  or  scales 
of  cholesterine  may  be  very  obvious. 

*  Copied  by  permission  from  Keetley's  "Index  of  Surgery." 
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CHAPTER  LXXIV. 

ULCERS  OF  THE  ANUS  AND  RECTUM. 

Ulcers  about  the  amis — The  principal 
varieties  are  :  (1)  Simple  fissure  ;  (2)  ulcerated  syphi- 
litic mucous  tubercles  ;  (3)  epithelioma  ;  (4)  ulcerated 
piles  ;  (5)  ulcers  in  connection  with  fistulous  openings 
and  operation  wounds.  ° 
_  Primary  venereal  sores  are  occasionally  seen  in 
this  situation. 

Painful  fissure  of  the  anus  may  exist  alone,  but  it 
frequently  starts  from  the  base  of  a  pHe.  It  probably 
commences  in  an  abrasion  of  the  mucous  mem- 
brane. The  nerve-fibres  are  subject  to  more  or  less 
constant  irritation,  from  contraction  of  the  sphincter 
and  the  tension  upon  them  is  greatly  increased  by  the 
act  of  defecation.  It  seems  likely  that  the  terminal 
twigs  are  exposed  in  the  floor  of  the  ulcer.  It  may  be 
that  they  are  constricted  by  the  contraction  of  inflam- 
matory lymph.  An  incision  made  in  the  axis  of  the 
fissure  divides  some  of  the  muscular  fibres  of  the 
sphincter,  and  with  them  the  nerves;  a  certain 
amount  of  physiological  rest  is  given  to  the  parts,  and 
this  promotes  healing. 

Epitheliomatous  ulceration  commences  at  the  iunc- 
tion  of  the  skin  with  the  mucous  membrane.  The 
base  of  the  ulcer  is  granular  or  tuberculated,  and 
gi-eat ly  indurated.  On  rectal  examination  it  will 
usually  be  found  that  the  structures  beyond  the  anus 

TitS «f  this  may\e  suffiS 
m  itselt  to  exclude  ulcerated  piles 

External  piles  are  rarely  ulcerated  beyond  the 
surface ;  and  when  internal  piles  are  extensively 


Surgical  Fa  thology.     [Chap.  lxxiv. 


destroyed  it  is  by  a  combined  process  of  ulceration 
and  gangrene,  their  bases  being  strangulated  by  the 
sphincter  ani.  Such  a  protruded  mass  shows  an  ab- 
sence of  marked  induration ;  and  there  is  no  infiltra- 
tion around  the  base,  which  is  limited  by  the  folds  of 
the  thickened  anal  mucous  membrane  and  skin. 

Anal  jistuloB  sometimes  refuse  to  heal  after  being 
laid  open.  Then  the  margins  and  base  of  the  ulcer 
become  indurated,  and  the  papUlse  of  the  surrounding 
skin  hypertrophied.  This  gives  a  warty  appearance, 
something  like  epithelioma.  But  in  epithelioma  the 
induration  is  greater,  and  there  is  more  outgi'owth, 
the  constructive  process  outstripping  the  destructive. 
The  direction  of  an  ulcer  left  after  operation  for 
fistula  is  suggestive  of  its  origin.  Tt  must  be  remem- 
bered that  long-continued  irritation  of  a  simple  ulcer 
may  cause  it  to  take  on  a  malignant  character. 

Ulcers  of  tlie  rectum. — Those  of  greatest 
surgical  importance  are  (1)  simple;  (2)  syphilitic;  and 
(3)  malignant.  Tubercular  ulcers  are  comparatively 
rare,  usually  multiple,  and  are  accompanied  by  tubei*- 
culosis  of  other  organs. 

Simple  rectal  ulcers  may  be  due  to  traumatic  or 
spontaneous  irritation ;  but  their  origin  is  generally 
involved  in  obscurity,  since,  when  small  and  free  from 
the  disturbing  influence  of  the  sphincter  they  give 
but  little  trouble.  They  are  mostly  situated  within 
the  lower  two  inches  of  the  rectum.  The  floor  or  base 
shows  but  little  induration  ;  in  fact,  it  may  almost  be  as 
free  from  it  as  the  healthy  mucous  membrane  ;  but 
the  margin  is  usually  defined.  An  important  sign, 
and  one  of  especial  value  in  the  diagnosis  of  recent 
ulceration,  is  the  bleeding  occasioned  by  digital 
examination.  This  is  usually  slight,  but  one  does 
not  meet  with  it  when  the  mucous  membrane  is  intact. 
Rectal  ulcers  are  slow  to  heal,  on  account  of  tlie 
muscular  contractions  of  the  bowel,  and  the  irritation 
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caused  by  the  passage  of  fajces.  Whilst  cicatrisation 
goes  on  at  one  part  the  ulcer  often  spreads  at  another. 
Other  things  being  equal,  the  liability  to  stricture  is 
proportionate  to  the  duration  of  the  ulceration.  As 
the  destructive  process  tends  to  spread  in  a  circular 
dn-ection,  the  resulting  stricture  is  crescentic  or 
annular. 

_  Syphilitic  rectal  ulcer  is  in  most  cases  a  tertiary 
lesion  ;  but  it  sometimes  appears  during  the  secondary 
symptoms.    Like  other  ulcers  of  the  rectum,  it  is 
usually  within  reach  of  the  finger.     The  occasional 
existence  of  scars   about  the  anus  has  led  some 
surgeons  to  conclude  that  the  ulceration  commences 
externaUy,  and  afterwards  involves  the  rectum  This 
^ew  at  first  sight  appears  strengthened  by  the  fact 
that  syphilitic  disease  of  the  rectum  is  many  times 
more  frequent  in  women  than  in  men.    (In  women 
there  is  a  greater  liability  of  ulceration  spreading 
from  the  gemtals  to  the  anus  than  in  men  )  The 
toregoing  explanation  may  be  true  to  a  certain  extent 
but  It  does  not  apply  to  the  majority  of  cases  in  which 
the  ulceration  undoubtedly  begins  internal  to  the 
splnnc  er.    It  is  by  no  means  rare  for  an  inch  or  so 
01  healthy  mucous  membrane  to  intervene  between 
the  anus  and  the  seat  of  the  disease.    Reflex  S 
sympathetic  irritation  of  the  rectum  from  disorders  of 
the  generative  organs,  and  protracted  constipation 

tTsvnhfHt  r  ''''  greater  Si  ty 

to  syphilitic  ulceration  of  the  rectum  in  women  •  for 

he  same  conditions  would  also  predispose  to  maH^nan 
disease,  and  this  is  more  common  in  males 

.    ihere  is  no  certain  sign  by  which  we  can  fpll 
simple  from  syphilitic  ulceration  of  the  reclum  1 
always  appeal  to  the  history  of  the  l^t  7rS  ^  l  7^ 
concomitant  evidence  of  svnHlL         ;  '  f,  .''^''^ 
complete.    SpeakTng  fenS    t  m 
«c  u  JrationVr:'^^^^^^^^^^^^^ 
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its  development,  and  more  amenable  to  specific 
remedies,  than  simple  inflammatory  erosion. 

At  the  same  time,  it  is  very  inveterate,  and  gives 
rise  to  great  discomfort  from  the  pain,  profuse  dis- 
charge, and  the  secondary  troubles  consequent  on 
stricture. 

Malignant  rectal  tdcer. — Every  form  of  malignant 
disease  that  attacks  the  rectum  sooner  or  later  causes 
ulceration.  This  either  begins  at  the  anus,  from  the 
disintegration  of  epithelial  cancer,  or  quite  clear  of 
the  orifice  in  connection  with  columnar  epithelioma, 
or  scirrhus,  or  less  commonly  sai'coma.  The  base  of 
the  ulcer  is  very  indurated,  and  of  unequal  depth  at 
different  parts,  depressions  alternating  with  hard 
nodular  elevations.  The  margin  has  an  irregular 
outline.  It  is  raised,  and  the  tissues  are  infiltrated 
with  growth  for  some  distance  beyond  it.  The  dis- 
charge consists  of  pus,  siimy  mucus,  blood,  and  the 
debris  of  the  new  formation.  It  is  very  foul  fi'om 
decomposition,  and  the  foetor  is  in  proportion  to  the 
rate  of  destruction  of  tissue. 

Malignant  ulcer  of  the  rectum  has  a  proclivity  for 
the  male  sex.  It  is  met  with  chiefly  beyond  mid- 
adult  life.  Stricture  is  a  certain  result ;  and  the 
formation  of  a  fistula  is  by  no  means  rare. 


CHAPTER  LXXV. 

STRICTURE     OF    THE  RECTUM. 

It  has  been  already  noted  that  simple,  syphilitic, 
and  malignant  ulceration  entails  constriction  of  the 
calibre  of  the  bowel.  In  tlio  two  former  the  cicatrisa- 
tion is  purely  inflammatory  in  nature.  In  cancerous 
disease  it  is  partly  due  to  contraction  of  the  fibrous 
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stroma,  the  same  as  retraction  of  the  nipple  from  atro- 
phying scirrhus  of  the  mamma. 

Obstruction  from  cancerous  stricture  is  increased 
by  projecting  nodules  of  the  growth. 

Stricture  of  the  rectum,  independent  of  ulceration, 
is  yery  rare,  but  it  may  arise  from  the  shrinking  of 
plastic  lymph  effused  into  the  submucous  tissue,  or 
frora  traction  on  the  gut  by  the  organised  products  of 
pelvic  cellulitis.  It  is  difficult  to  conceive  how  lono-- 
continued  irritation  can  lead  to  localised  annular 
hypertrophy  of  the  muscular  coat  of  the  rectum, 
without  causing  at  the  same  time  ulceration  of  the 
mucous  membrane,  or  infla,mmatory  thickening  of  the 
cellular  tissue  beneath  it.  ° 

Stricture  may  be  simulated  by  an  unusually- 
developed  fold  or  valve  of  Houston. 

The  stricture  is  crescentic  or  annular,  according  as 
the  disease  which  causes  it  involves  a  part  or  the 
whole  of  the  circumference  of  the  gut.  So  lono-  as  a 
segment  of  the  circle  of  mucous  membrane  remains 
tree,  the  contraction  is  not  likely  to  give  rise  to 
dangerous  obstruction,  save  in  the  case  of  malignant 
disease,  where  a  mass  of  new  growth  may  block  the 
passage  at  the  seat  of  stricture. 

Effects  upon  the  bowel  above  and  below 
the  stricture.— The  calibre  of  the  gut  for  a  Ion- 
way  on  the  proximal  side  (it  may  be  through  the 
whole  or  greater  part  of  the  intestine)  is  very  much 
cMafed  and  the  muscular  coat  is  enormously  hv?Jer 
trop/aed  to  compensate  for  the  increased  resistance  to 
Its  action  But,  m  spite  of  the  hypertrophy,  the 
bowel  ,s  distended  with  flatus,  and  s'cybalou^  masses 
CO Uect  in  the_  upper  part  of  the  rectiL  and  in  the 
colon.  Constzpahon  is  the  natural  result,  but  this 
■  may  be  masked  by  constant  or  periodical  diarrkZ 
(  the  diarrhoea  of  constipation  ") ;  for  in  addition  to 
the  discharge  from  the  ulcerated^  ^rfa^t^e  mucous 
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membrane  _  is  fretted  by  incarcerated  f feces,  and 
so  kept  in  a  state  of  congestion  and  catarrh. 
From  time  to  time  a  quantity  of  fluid  is  poured 
out  to  relieve  the  over-distended  vessels.  The  har- 
dened fajces  are  softened  and  diminished  in  size,  they 
being  churned,  as  it  were,  in  the  exudation.  Then 
there  comes,  perhaps,  a  period  of  quiescence,  to  be 
followed,  in  turn,  by  another  attack  of  diarrhoea. 
The  important  point  to  note  is  that  all  this  time  con- 
stipa^tion  may  exist. 

Perforation  of  the  bowel  sometimes  takes  place  at 
a  distance  from  the  stricture,  but  more  commonly  in 
its  proximity. 

The  perforation  is  either  purely  ulcerative,  or 
ulcerative  and  gangrenous.  I  once  performed  colo- 
tomy  for  obstruction  from  malignant  stricture  of  the 
rectum.  At  the  post-mortem  it  was  found  that  a 
mass  of  hardened  ffeces  had,  by  its  pressure,  led  to 
death  of  a  considerable  poition  of  the  wall  of  the 
caecum,  and  consequent  perforation  and  peritonitis. 
The  patient  bore  a  healthy  scar  of  amputation  of  the 
breast  practised  for  scirrhus  four  years  previously. 

The  perforation  may  take  place  into  the  peri- 
toneum, or  into  an  adjoining  viscus,  or  it  may  set  up 
abscess,  and  this  may  remain  localised,  or  travel 
along  the  bowel  and  open  externally.  In  the  last- 
mentioned  event  the  fistula  serves  as  an  escape-pipe 
for  the  matters  pent  up  above  the  stricture. 

If  the  stricture  is  an  inflammatory  one,  the  ulcera- 
tion often  heals  below  whUst  it  spreads  above  it,  for 
the  distal  portion  of  bowel  is  in  a  state  of  rest  com- 
pared Avith  the  jDroximal.  Malignant  ulcer  nevei 
completely  cicatrises  on  either  side  of  the  stricture. 
The  traction  exerted  by  the  stricture,  and  the  pressure 
of  the  exudation  Tibout  it,  cause  obstruction  to  tlie 
circulation  through  the  htcmorrlioidal  veins ;  hence 
piles  are  likely  to  form.    These,  when  indurated,  as 
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they  often  are,  may  be  mistaken  for  cancerous  nodules, 
especially  as  they  are  associated  with  ulceration  and 
stricture. 

Stricture  entails  straining  at  defsecation,  and  the 
mechanical  effects  of  this  are  patulous  anus,  and  in 
the  female  procidentia  uteri,  cystocele,  and  rectocele. 


CHAPTEE  LXXYI. 

TUMOURS  OF  THE  RECTUM. 


Malignant  tumours  of  the  rectum  comprise 
certain  forms  of  cancer  and  sarcoma.  It  is  customary 
to  speak  of  two  varieties  of  rectal  cancer,  epithelioma, 
and  scirrhus.  With  regard  to  epithelioma  of  the  anus, 
there  can  be  no  difference  of  opinion  as  to  its  origin, 
structure,  and  place  in  the  nomenclature  of  new 
growths.  It  commences  at  the  junction  of  the  skin 
with  the  mucous  membrane,  and  spreads  deeply  and 
widely  in  the  surrounding  tissues.  It  is  essentially 
a  new  formation  on  the  type  of  squamous  epithelium, 
and  it  has  the  characters  common  to  epithelioma  of 
the  lip,  tongue,  and  cutaneous  surface,  the  most 
striking  feature  being  the  presence  of  globes  or  pearls 
made  up  of  concentrically  laminated  cells.  As  the 
growth  encroaches  on  the  mucous  membrane,  where 
the  epithelium  is  columnar,  cells  of  transitional  form 
may  be  observed. 

The  inguinal  glands  are  infected  from  the  outward 
part  of  the  growth,  and  the  pelvic  and  lumbar  from 
the  rectal. 

On  the  assumption  that  all  cancers  start  from 
pre-existmg  epithelium,  it  would  be  illogical  to  assert 
on  strict  pathological  grounds,  that  there  is  a  clear 
distmction  between  scirrhus,  and  columnar  epithelioma 
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of  the  rectum.  It  is  true  the  epithelial  ceUs  lining 
or  filling  the  alveoli  do  not  always  preserve  the 
cylindrical  shape  in  its  integrity,  being  sometimes 
subcolumnar,  or  more  or  less  angular,  or  rounded. 
The  stroma,  too,  varies  greatly  in  amount  and  regu- 
larity of  distribution. 

There  can  be  no  objection  to  retaining  the  terms 
"  soirrhus  "  and  "  epithelioma  "  so  long  as  the  central 


!Pig.  59.  —  Columnar  Epithelioma  of  Eectum. 

o,  Acinus  lined  by  cnlumnar  ciiithelium  ;  6.  acinus  from  which  the  epithelium 
dropped  out  during  the  preparation  of  the  section  ;  e,  iuteraiunose  stroma, 
formed  of  delicate  fibres  strewn  with  indifferent  cells,   x  2a5. 

idea  of  epithelial  origin  is  kept  in  view.  One  thing  is 
certain,  rectal  cancers  proper  do  not  show  a  tendency 
to  develop  squamous  epithelium  ;  nor  would  this  be 
expected,  when  one  considers  that  the  physiological 
type  of  the  cells  is  columnar.  Rectal  cancers  are 
often  so  perfectly  glandular  in  their  minute  structure 
that  it  is  difficult,  from  a  microscopical  examination 
alone,  to  distinguish  them  from  adenomas.  ( Vide 
Figs.  59  and  75.)  But  should  a  doubt  arise  as  to  the 
malignancy  of  a  given  specimen,  it  can  be  dispelled 
by  the  knowledge  that  the  mode  of  gro^\i;h  is  infil- 
trating and  deeply  destructive.    The  same  is  true 
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concerning  simple  villous  tumour  and  villous  cancer 
ot  the  bladder  {ci-v.).  "The  boundaries  between 
simple  papilloma  and  villous  cancer  may  be  just  as 
difficult  to  define  as  those  between  adenoma  and 
carcinoma  "  (Billroth).  When  the  glandular  ai-range- 
ment  is  well  defined  these  rectal  cancers  are  appro- 
priately designated  "adenoid."  It  will  generally  be 
found  that  the  superficial  portions  of  the  tumour 
conform  more  to  the  likeness  of  the  normal  anatomy 
of  the  mucous  membrane  than  do  the  deeper. 

The  naked-eye  and  microscopical  appearances  of 
cancerous  disease  of  the  rectum  vary  as  the  rate  of 
cell  multiplication  and  the  relative  extent  of  the 
f ungating  and  infiltrating  modes  of  growth.  In  some 
cases  there  is  a  marked  tendency  to  invade  the  sub- 
mucous coat,  and  to  develop  a  quantity  of  fibrous 
tissue.  The  latter,  as  it  undergoes  cicatricial  con- 
traction, gives  rise  to  great  induration,  and,  as  the 
hardening  and  proliferation  are  not  uniformly  diffused, 
the  surface  is  tuberculated. 

On  the  other  hand,  the  interstitial  tissue  may  be 
scanty,  and  richly  strewn  with  indifierent  cells,  whilst 
the  epithelial  formation  is  abundant.  At  the  same 
time,  the  growth  may  spread  more  in  the  direction  of 
the  lumen  of  the  bowel  than  in  its  walls,  and  conse- 
quently assume  a  tuberous  form. 

The  former  variety  is  that  usually  recognised  as 
"scirrhus,"  the  latter  as  "adenoid  cancer"  or 
"  columnar  epithelioma ; "  but  between  the  two  there 
are  tumours  that  represent  every  gradation. 

Sarcoma  of  the  rectum  is  less  common  than 
cancer.  It  either  invades  the  bowel  from  without,  or 
starts  in  the  submucosa.  Histologically  it  consists  of 
round  and  spindle  cells  and  a  variable  amount  of 
mucous  tissue  (myxo-sarcoma).  Clinically  and  patho- 
logically it  conforms  to  the  laws  regulating  the  growth 
of  sarcomatous  tumours  in  general. 
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^I'T^*'*'"*  ti"no«rs  of  the  rectum  are  met 

with  chiefly  111  the  polypoid  form,  beniaia  intramural 
growths  being  exceedingly  rare.  They  are  more  com- 
mon  111  children  than  iii  adults,  contrasting  in  this 
way  with  malignant  cUsease.  The  base  of  attachment 
IS  m  most  cases  within  reach  of  the  finger.  Every 
variety  of  simple  polypus  may  be  found.  The 
tallowing  may  be  enumerated  :  (1)  Fibro-glandnlar,  or 
adenomatous;  (2)  viUous;  (3)  vascular;  (4)  myxo- 
matous ;  (5)  warty.  The  foregoing  classification  is 
based  partly  upon  the  coarse  anatomy  and  partly 
upon  the  microscopical  structure  of  rectal  polypi 

Aclenomatoits  jMlmms  occurs  as  a  soft,  fleshy  mass 
with  a  rather  broad  peduncle.  The  interacinose  tissue 
consists  of  a  more  or  less  gelatinous  ground  substance, 
through  which  is  woven  a  network  of  fibres  cell 
ramifications,  and  blood-vessels.  In  some  cases'  it  is 
exactly  like  the  tissue  that  makes  op  the  entire  mass 
of  a  simple  mucous  polypus  ;  in  others  it  is  more 
densely  fibrous.  It  is  richly  vascular  and  cellular. 
But  the  characteristic  feature  is  the  presence  of  glan- 
dular acini  and  tubular  recesses  lined  with  columnar 
epithelium.  The  adenoid  tracts  are  cii^culav,  oval, 
straight,  or  sinuous,  and  are  distributed  singly  or  in 
racemose  clusters.  The  surface  of  the  tumour  is 
covered  with  the  same  kind  of  epithelium  that  lines 
the  acini  and  crypts  (Fig.  75). 

Villous  jwlyjms  is  seen  as  an  arborescent,  leafy,  or 
filiform  outgrowth,  sessile,  or  distinctly  peduncnlated. 
Histologically  it  is  composed  of  connective  tissue  in 
various  stages  of  development— embryonic,  mucous,  and 
fibrous.    The  surface  epithelial  cells  are  columnar. 

Vascular  folypus,  or  ntevus,  is  almost  confined  to 
early  life ;  hence  it  is  commonly  known  as  the  "  vas- 
cular polypus  of  children."  It  is  found  singly  or  in 
groups.  It  is  often  no  larger  than  a  pea  or  bean. 
It  has  a  florid  appearance,  something  like  a  raspberry. 
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Structurally  it  is  made  up  of  a  delicate  stroma  of  con- 
nective tissue,  which  supports  the  numerous  large 
capillary  blood-vessels.  It  is  very  similar  to  the  small 
caruncular  growths  about  the  orifice  of  the  female 
urethra.    It  is  very  liable  to  bleed. 

Very  rarely  the  veins  of  the  rectum  are  enlarged  so 
as  to  constitute  a  cavernous  nsevus.  This  condition 
must  not  be  confounded  with  internal  piles. 

Myxomatous  or  gelatinous  polypiis  has  the  same 
structure  as  common  nasal  polypus,  with  the  exception 
that  the  epithelium  is  not  ciliated. 

Warty  polyims  is  so  seldom  met  with  that  a 
detailed  description  is  not  needed.  The  mucous  mem- 
brane of  the  rectum  over  a  considerable  area  has  been 
found  covered  with  small  papillomatous  proliferations. 

The  so-called  "fibrous  polypus"  is  generally  a 
villous  growth,  or  fibro-glandular  tumour. 

The  cluef  symptoms  of  rectal  polypi  are  tenesmus, 
sanguineous  and  mucous  discharge,  prolapse  of  the 
bowel,  and  reflex  disturbance  of  the  genito-urinary 
organs,  such  as  irritation  about  the  penis  and  frequent 
micturition. 


CHAPTER  LXXVII. 

PROLAPSE,  HEMORRHOIDS,  AND  FISTULA. 

Prolapse  of  the  rectum. — In  slight  cases  the  loose 
submucous  tissue  just  above  the  anus  is  stretched, 
and  this  allows  a  ring  or  fold  of  mucous  membrane  to 
protrude  ;  but  a  more  important  variety  is  that  where 
the  entire  thickness  of  the  gut  becomes  prolapsed. 

The  causes  are  the  same  in  each  case,  viz.,  laxness 
of  the  sphincter  ani  and  muscular  coat  of  the  bowel 
and  mechanical  strain  upon  the  parts  from  lon^r! 
contniued  or  oft-repeated  tenesmus.    The  irritation 
may  arise  from  some  rectal  disorder,  such  as  piles 
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polypi,  or  ascarides  ;  or,  reflexly,  from  phimosis,  stone 
m  the  bladder,  enlarged  prostate,  or  stricture.  But, 
apart  from  reflex  contraction,  voluntary  efforts  to 
overcome  obstruction  to  the  flow  of  urine  entail  a 
bearing  down  upon  the  rectum. 

In  women,  the  recto-vaginal  septum  may  yield, 
and  form  the  wall  of  a  broad-mouthed  cul-de-sac 
(rectocele).  The  causes  of  this  are,  loss  of  support 
from  rupture  of  the  perineum,  and  straining  at  stool. 
{Vide  Stricture  of  the  rectum.) 

Hceniorrlioids. — The  essential  pathology  of  piles 
is  a  dilatation  of  the  hsemorrhoidal  vessels,  and  chiefJy 
of  the  veins.  When  the  vascular  dilatation  is  limited 
to  the  skin  around  the  anal  orifice,  the  piles  are 
called  "external;"  and,  when  it  is  confined  to  the 
mucous  membrane  of  the  rectum,  they  are  termed 
"internal."  It  very  fi-equently  hapjaens  that  the  two 
co-exist ;  but  even  then  the  division  is  marked  by  a 
shallow  groove  on  the  surface,  which  serves  as  a  guide 
to  the  surgeon  as  to  what  should  be  ligatured  and 
what  excised  in  operations  for  the  cure  of  the  disease. 

In  external  piles  the  veins  are  dilated  and  their 
walls  thickened,  and  the  perivascular  connective  tissue 
is  hypertrophied  and  indurated.  The  result  of  these 
structural  alterations  is  the  formation  of  firm  nodular 
blueish-white  masses,  covered  with  thickened  skin. 

Loose  folds  of  integument,  radiating  from  the 
anus,  are  frequently  seen  apart  from,  or  in  continua- 
tion of,  the  hemorrhoidal  tumours. 

In  interned  jnles  the  same  morbid  changes  are 
observed,  but  the  arteries  and  capillaries  often  parti- 
cipate largely  in  the  process. 

On  account  of  the  arterio-capillary  dilatation,  the 
lack  of  surface  support  from  chronic  inflammatory 
induration  of  the  mucous  membrane,  and  the  liability 
to  injury  from  tlie  passage  of  hardened  fajces,  internal 
piles  are  prone  to  bleed. 
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In  those  cases  where  the  ectasia  mainly  affects  the 
veins,  the  piles  are  often  pedunculated,  and  they 
present  a  somewhat  livid  appearance.  Where,  on  the 
other  hand,  the  arteries  and  capillaries  are  extensively 
enlarged,  the  piles  are  brighter  in  colour  and  more 
sessile. 

Anything  that  serves  to  determine  blood  to  the 
part,  or  mechanically  prevents  its  return,  conduces 
to  the  development  of  haemorrhoids.  Chemical  or 
mechanical  irritation  of  the  rectum,  and  plethora  of  the 
portal  circulation,  are  the  principal  points  to  be  borne 
in  mind.  The  ultimate  causes  are  constipation, 
straining  on  account  of  difficult  micturition,  and 
alcoholism  and  high  feeding.  Cirrhosis  of  the  liver  is 
an  intermediate  factor.  Internal  and  external  piles 
may  become  inflamed ;  and  internal  piles  strangulated 
by  the  sphincter  ani.  When  inflamed  they  are  very 
tense,  livid,  and  painful.  The  veins  are  thrombosed, 
and  their  walls  and  the  connective  tissue  around  are 
infiltrated  with  lymph  and  leucocytes. 

Speaking  generally,  we  may  say  that  the  morbid 
anatomy  of  piles  consists  mainly  of  venous  dilatation 
and  varicosity;  and  that  phlebitis  is  the  essence  of 
their  inflammation. 

_  Fistula  in  ano.— A  complete  fistula  has  one 
orifice  on  the  cutaneous  surface  and  the  other  in  the 
bowel.  .  Of  incomplete,  or  blind  fistulre,  there  are  two 
varieties,  internal  and  external.  The  former  com- 
inunicates  only  with  the  rectum  ;  the  latter  opens  by 
the  side  of  the  anus.  An  incomplete  fistula  of  either 
kind  may  become  complete,  and  vice  versa. 

As  a  rule  the  internal  opening  is  just  above  the 
sphincter,  and  the  external  near  its  outer  border  ;  and 
the  passage  between  them  pretty  direct.  But  there 
are  many  exceptions ;  e.g.,  the  sinus,  after  "coasting 
the  bowel  may  end  on  the  opposite  side  ("horse" 
shoe  fistula");  or  from  inefficiency  of  drainage  the 
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original  tract  may  give  off  diverticula,  or  be  extended 
for  a  long  distance  above  the  upper  opening,  or  out- 
wards from  the  external.  In  stricture  of  the  rectum 
{q.v.)  the  fistula  joins  the  proximal  dilated  portion  of 
the  bowel. 

Suppuration  is  the  means  by  which  the  fistula  is 
established.  It  may  commence  in  an  extra-rectal 
abscess,  or  in  an  ulcer  of  the  mucous  membrane. 

The  cause  of  such  ulcer  or  abscess  is  either 
constitutional  or  local.  The  frequent  association  of 
fistula  and  phthisis  suggests  an  origin  in  scrofulous 
inflammation.  Irritation  from  hardened  faeces,  or  a 
foreign  body,  although  it  cannot  often  be  proved  to 
be  an  exciting  cause,  may  still  be  such.  I  once 
removed  a  fishbone  wdiich  had  transfixed  the  bowel 
immediately  above  the  internal  sphincter ;  one  end 
could  be  felt  per  rectum,  and  the  other  by  means  of  a 
probe  passed  through  the  outer  orifice  of  the  fistula. 

With  regard  to  the  j^ropriety  of  an  operation,  it 
may  be  said  that  it  turns  upon  the  chances  of  the 
wound  healing  rather  than  upon  the  influence  that  a 
fistula  has  been  supposed  to  have  in  checking  the 
progress  of  tubercular  disease  of  the  lungs. 

Experience  teaches  that  the  getting  rid  of  a  sup- 
purating cavity  or  tract  has  a  decidedly  beneficial 
e fleet  upon  a  patient  suffering  from  phthisis. 


CHAPTER  LXXVIII. 

PERITONITIS. 

Peritonitis  is  not  common  except  as  the  result  of 
injury  or  some  other  source  of  local  irritation,  such  as 
substances  derived  from  rupture  of  the  underlying 
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viscera  or  pathological  cavities,  or  diseased  states 
spreading  by  continuity;  e.g.,  cancer  of  the  liver,  and 
typhoid  and  tubercular  inflammation  of  the  intestines. 
Peritonitis  is  usually  described  as  acute  or  chronic, 
but  between  the  two  forms  there  are  many  inter- 
mediate degrees  of  intensity. 

peritonitis  is  either  general  or  partial. 
When  general  it  is  caused  by  Bright's  disease,  or 
disseminated  cancer,  or  tubercle.    Partial  peritonitis 
occurs  m  connection  with  localised  disease  of  the 
structures  beneath  the  serous  membrane,  e.g.,  an  ulcer 
ot  the  stomach  or  intestine,  or  inflammation  of  the 
pelvic  organs  ;  or,  as  the  consequence  of  long-continued 
friction,  notably  in  old  hernial  sacs.    The  lymph 
poured  out  from  the  vessels  organises  to  connective 
tissue,  which  bmds  together  adjacent  parts,  and,  con- 
tractmg,  causes  constriction  of  the  hollow  viscera  • 
and  various  displacements.    By  continued  stretching 
the  adhesions  may  be  elongated  into  fibrous  bands° 
beneath  which  a  portion  of  the  bowel  may  slip  ai  d 
become  strangulated.     The  peritoneum   i  leX 
thickened,  as   is  seen  in   hernial  sacs,   whefe  tl^ 

^i,'^""  '-'^  --^^  ^abitu^i^ 

Acute  peritomtis  is  set  up  by  rupture  or 

locaWd  ^  ^""'^'"S       ^  ^^J^^^^tid  cyst,  o^ 

localised  abscess  ;  or  by  a  wound  from  without  as  in 

generannflammation,  so  that  the  t^S'^J^,^ 
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may  be  opened  with  less  risk  than  that  of  a  recent 
one. 

The  inflammation  is  termed  serous,  plastic,  puru- 
lent, or  hsemorrhagic,  according  to  the  prevailing 
product  of  exudation  ;  the  same  as  happens  in  pleurisy 
and  pericarditis. 

In  surgical  practice  it  is  usual  to  speak  of  two 
varieties  :  stlienic  ;  and  asthenic,  or  latent. 

In  acute  sthenic  peritonitis  the  signs  and  symptoms 
are  most  pronounced.  They  are  :  severe  pain ;  great 
abdommal  tenderness  ;  marked  tympanites ;  knees 
drawn  up  to  relax  the  abdominal  muscles ;  fast,  wiry 
pulse  ;  and  high  fever. 

In  the  latent  or  asthenic  form  there  are  the  same 
physical  conditions  that  underlie  the  above-mentioned 
symptoms,  but  the  depressed  or  exliausted  state  of 
the  patient  prevents  a  general  response  to  the  absorp- 
tion of  the  products  of  inflammation,  and  the 
irritation  of  a  wide  tract  of  visceral  nerves.  One  is 
often  struck  by  the  contrast  olfered  by  the  comparative 
immunity  from  sufiering,  and  the  revelations  of  the 
post-mortem  room.  An  old  man  who  has  been 
operated  upon  for  strangulated  hernia  may  never  rally 
sufficiently  to  manifest  by  general  signs  the  pro- 
found structural  alterations  going  on  in  the  perito- 
neum. 

Morbid  anatomy. — Unless  the  peritoiutis  be 
caused  by  some  irritant  fluid  poured  more  or  less 
over  the  whole  surface,  the  inflammatory  changes  are 
most  marked  at  the  seat  of  the  original  injury  ;  e.g., 
whilst  there  is  a  copious  deposit  of  lymph,  and  it  may 
be  pus,  upon  and  about  the  contents  of  a  hernial  sac 
after  reduction  ;  the  parts  more  remote  may  be  only 
lightly  glued  together  by  a  scanty  fibrinous  exudation. 
In  some  cases,  however,  and  especially  where  a  large 
wound  has  been  inflicted,  and  the  inflammation  is  of 
a  septic  nature,  the  inflammation  spreads  with  great 
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rapidity,  and  soon  becomes  widely  diffused ;  e.g.,  after 
ovariotomy. 

The  first  stage  is  that  of  vascular  injection;  the 
subserous  vessels  ai-e  dilated,  then  there  is  exudation 
upon  the  surface  of  the  membrane  and  into  its  inter- 
stices. As  the  natural  secretion  is  highly  fibrinogenous 
it  is  not  a  matter  of  surprise  that,  under  the  influence 
of  the  globulin-laden  constituents  of  the  blood,  fibrin, 
which  does  not  exude  as  such  from  the  vessels,  should 
be  formed  and  deposited  with  great  readiness.  This 
really  occurs  before  there  is  any  striking  alteration  in 
the  appearance  of  the  membrane,  and  certainly  before 
it  has  lost  its  lustre.    But  even  at  this  early  period  it 
can  be  shown  by  gently  drawing  the  coils  of  intestine 
apart,  when  it  will  be  seen  that  instead  of  glidino- 
over  one  another  with  the  usual  facility,  they  stick 
somewhat.    Scraping,  too,  reveals  the  - presence  of  a 
small  quantity  of  semi-transparent  glutinous  matter. 
As  the  exudation  becomes  more  profuse  it  collects  in 
the  furrows  formed  by  adjacent  coils  of  bowel.  Here, 
also  the  hypersemia  is  more  marked  than  elsewhere' 
In  fact,  on  separating  the  coils,  it  will  be  found  that, 
whilst  their  mutual   pressure   had   ])revented  the 
accumulation  of  blood  in  the  vessels  at  the  surfaces  of 
contact,  It  had  as  a  natural  consequence  increased  the 
tension  in  the  collateral  branches,  and  given  rise  to 
the  so-called  suction-hands  of  congestion  and  exudation 
that  skirt  the  confines  of  the  more  anjemic  parts 

By  this  time  the  surface  has  lost  its  brightness 
owing  to  the  loss  of  the  endothelial  layer,  and  the 
coagulation  of  fibrin.    It  looks  minutel/  g^nuL  t 
the  naked  eye,  and  with  a  lowmagnifyiL'.lass 
reticulate  from  the  interlacing  of  iwl^.^^^'^^ 

Authors  differ  as  to  the  share  that  the  semu. 
endothelium  takes  in  the  process.    Those  who  beHeve 
n  the  absence  of  formative  activity  from  connective 
tissue  corpuscles  generally,  assert  that  here  they  become 
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loosened  by  the  exudation,  and  softened  by  liquefactive 
degeneration  ;  and  that  the  richly  cellular  neoplasia 
consists  mainly  of  fibrin  and  migratory  leucocytes. 
They  look  upon  the  multi-nucleated  gian1>ceUs  found 
in  the  exudation  as  masses  of  homogeneous  plasma, 
embedding  white  blood-corpuscles. 

Others  state  that  the  endothelial  cells  swell  up, 
and,  together  with  their  nuclei,  divide  and  subdivide, 
and  thus  add  greatly  to  the  vascular  effusion. 

Meanwhile  the  subserous  connective  tissue  becomes 
swollen,  succulent,  and  infiltrated  with  liquor  san- 
guinis and  leucocytes.  Nor  does  the  process  end 
here,  for  the  muscular  coat  of  the  bowel  loses  its 
contractility,  hence  the  tympanites  from  the  un- 
restrained pressure  of  tlie  gases  within.  It  also 
softens,  as  shown  by  the  readiness  with  which  it  tears 
on  attempting  to  dissociate  adherent  coils  of  bowel. 
In  pelvic  peritonitis  the  bladder  suffers  in  a  similar 
way,  and  is  unable  to  empty  itself  properly. 

So  far  only  the  plastic  stage  of  peritonitis  has 
been  considered,  but  unless  the  inflammation  resolves, 
or  death  of  the  patient  supervenes  at  this  j^eriod, 
further  changes  are  observed.  The  exudation 
becomes  more  copious,  and  can  no  longer  be 
retained  upon  the  surface,  and  within  the  meshes 
of  the  membrane.  The  coating  of  lymph,  some- 
times distinctly  laminated,  is  raised  from  its  bed 
by  the  pressure  of  the  fluid  beneath.  It  can  be 
readily  peeled  off,  leaving  a  granular  surface  composed 
of  loops  of  capillary  blood-vessels  surrounded  by 
leucocytes.  The  outward  pressure  of  the  osmotic 
current  separates  the  visceral  and  parietal  layers  and 
the  involutions  of  the  former.  The  fluid  accumulates 
in  -the  potential  cavity,  where  it  takes  the  course 
directed  by  gravity  and  least  resistance,  so  it  is  found 
in  greatest  abundance  in  the  pelvis,  flanks,  between 
the"  liver  and  the  diapliragm,  and  beneath  the  liver. 
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At  first  it  is  serous,  or  seropurulent  and  cloudy,  and 
generally  contains  some  flakes  of  lympli  washed  off' 
from  the  surface  of  the  peritoneum.  Then  it  becomes 
more  turbid,  as  the  number  of  leucocytes  increases 
and  the  fibrin  in  suspension  augments  in  quantity,  and 
as  both  pass  through  retrograde  granulo-fatty  chancres 
finally  it  is  quite  purulent. 

Some  cases  scarcely  go  beyond  a  plastic  exudation 
some  stop  with  extensive  serous  effusion,  whilst  others 
pass  rapidly  into  suppuration.  The  last  is  common 
in  the  asthenic  peritonitis  of  old  and  exhausted 
patients,  where  the  infiammatory  effusion  which  often 
smears^^over  the  viscera,  and  resembles  "melted 
butter  IS  more  copious  than  one  would  suppose  from 
the  extent  of  the  congestion  observed  post  mortem 

„  ,-^?^,*^P^™lent  peritonitis  follows  the  admission 
ot  highly  irritating  matter,  such  as  would  be  derived 

■unTur?  r'*'°\'^  gastro-intestinal  contents, 
lupture  of  an  abscess  containing  very  infective 
(locally)  pus,  or  the  admission  of"  air  laden  w  lh 
septic  germs.  Under  the  last-mentioned  conditions 
the  softennig  of  the  peritoneum  and  subserous  i  sue 
IS  so  great,  and  the  vascular  tension  so  hi4  that 
capillary  ruptures  are  exceedingly  common  %n  the 
surface  of  the  peritoneum,  and  mto  the  lymph  which 
covers  it  and  nifiltrates  its  substance.  This  s  klown 
as  ha^morrha^j^  peritonitis.    The  red  corpusc  es  Wk 

7o::VtTfi::f  ^^-/^'-ated  h.mo,?lobiirde;ot 
poses  into  other  hajmatm  compounds,  so  that  thp 
nfiammatory  products  are  variouslv  stained.  WheL 
the  extravasation  is  recent  they  are  deep  red  3 

putrefaction.     Inflation  X  T1  gases  of 

tree  o„..„„.„«„.  itl^L^LL' 
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In  either  case  the  tympanitic  note  is  more  uniform 
than  when  the  hyper-resonance  depends  upon  disten- 
tion from  gases  imprisoned  in  the  natural  passages. 

Iflicroscopy  of  the  exudation. — ^The  products 
of  peritonitis  will  be  found  to  vary  as  the  intensity 
and  duration  of  the  inflammation.  In  simple  plastic 
peritonitis  there  will  be  filaments  of  homogeneous 
fibrin,  leucocytes,  and  swollen  endothelial  cells.  In 
purulent  hsemorrhagic  peritonitis  the  fluid  obtained 
from  the  cavity  will  contain  flakes  of  fibrin  in  a  state 
of  granular  degeneration,  pus  cells,  granulo-fatty 
debris,  blood  corpuscles,  pigment  granules,  and  some- 
times crystals  of  hsematoidin,  cholesterine,  and  the 
fatty  acids.  Bodies  of  extra-jjeritoneal  origin  may 
also  be  discovered,  such  as  the  contents  of  hydatid 
cysts,  and  of  the  gall  bladder,  and  the  intestines. 

Vascularisatioii  and  organisatioRi ;  adhe- 
sive peritonitis. — As  in  inflammation  of  other 
tissues,  new  blood-vessels  are  formed.  These  are  pro- 
bably derived  for  the  most  part  from  loops  and  buds 
of  pre-existing  vessels;  but  it  is  quite  possible  that 
some  have  a  separate  origin  in  vaso-formative  cells, 
and  that  they  subsequently  join  the  general  circulation. 

As  the  fluid  is  absorbed,  the  opposite  surfaces 
adhere,  and  the  organisation  into  connective  tissue  is 
the  same  in  every  respect  as  before  described  under 
"  Healing  of  wounds." 

Although  the  peritoneum  is  very  susceptible  to 
the  causes  of  inflammation,  simple  incised  wounds 
heal  very  readily,  provided  the  tension  be  not  too 
great  and  the  injured  surfaces  be  kept  free  from  all 
sources  of  irritation. 

As  plastic  lymph  is  quickly  efi"used,  it  is  the  object 
of  the  surgeon  to  bring  the  cut  edges  of  peritoneum 
closely  together,  so  that  any  communication  with  the 
external  air  or  subjacent  cavities  may  be  shut  ofi"  as 
early  as  possible, 
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The  young  connective  tissue  undergoes  cicatricial 
contraction,  and  in  this  way  many  of  the  vessels  are 
obliterated.  Band-like  adhesions  become  further 
attenuated,  and  even  broken  through,  by  the  con- 
tinued traction  exerted  uj^on  them  consequent  on  the 
movement  of  the  parts.  Thus,  the  pedicle  of  an 
ovarian  tumour  fixed  in  an  operation  wound  may  in 
course  of  time  atrophy  and  lose  its  connection  with 
the  abdominal  wall. 


CHAPTER  LXXIX. 

STRANGULATED  HERNIA. 

The  symptoms  of  strangulated  hernia  are  depen- 
dent more  upon  the  nipping  of  the  nerves  and  acute 
congestion  of  the  vessels  than  upon  obstruction  of  the 
bowel ;  for  in  some  cases  of  obturator  and  femoral 
hernia,  where  only  a  part  of  the  calibre  of  the  gut  is 
involved,  and  where  there  is  consequently  but  partial 
obstruction,  the  local  pain  and  the  vomiting  may  be 
just  as  pronounced  as  when  several  coils  are  tightly 
constricted.  The  irritation  of  the  visceral  nerves  is 
reflected  through  the  abdominal  "sympathetic"  system, 
and  shows  itself  as  widely-distributed  pain,  reverted 
peristaltis,  and  increased  secretion  of  the  mucous 
glands. 

Brinton  explained  the  stercoraceous  vomiting  by 
direct  onward  contraction  of  the  alimentary  canal 
and  not  by  its  reversal.  According  to  this  vieAv'  a 
circumferential  current  is  established,  which,  on 
meeting  with  obstruction  at  the  seat  of  strangulation, 
IS  turned  back  in  the  long  axis  of  the  bowel  This 
would  be  possible  so  long  as  the  propelling  tube 
remained  full,  but  could  not  take  place  when  it 
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became  practically  collapsed  and  empty.  Moreover, 
experiments  on  the  lower  animals  show  that  acute 
constriction  is  followed  by  reversed  peristaltis  ;  and  no 
doubt  this  is  what  obtains  in  strangulated  hernia. 

Mechanism  of  stiaiiguJation.— When  the 
neck  of  the  sac  is  narrow  and  inexpansile,  and  the 
surrounding  structures  are  rigid,  strangulation  is 
efiected  immediately  after  the  descent  of  the  bowel ; 
hence  this  is  likely  to  happen  in  recent  hernife,  and  in 
old  ones  that  have  been  kept  habitually  reduced  by  a 
truss.  On  the  other  hand,  Avhere  the  neck  of  the  sac 
is  wide,  unless  several  coils  of  intestine,  or  a  single 
knuckle  and  a  piece  of  omentum,  are  forcibly  driven 
through  the  orifice,  the  symptoms  are  developed  more 
slowly  as  the  veins  and  capillaries  become  gorged 
with  blood.  As  in  constriction  of  a  limb,  the  current 
through  the  veins  is  arrested  before  that  in  the 
arteries. 

Subsequent  serous  effusion  into  the  sac  increases 
the  tension ;  for,  although  fluid  pressure  is  equal  in 
all  dii-ections,  it  tells  most  on  the  least  resilient  parts, 
i.e.,  at  the  neck  of  the  sac  and  aperture  of  exit  in  the 
abdominal  walls. 

State  of  the  bowel. — In  the  first  instance 
there  is  intense  venous  congestion,  which  causes  the 
protruded  gut  to  present  a  dark  red  appearance. 
Then,  if  the  tension  be  not  relieved,  it  sets  up  inflam- 
mation. The  effusion  changes  its  character  from 
serous  to  plastic,  and  the  peritoneal  coat  loses  its 
lustre  from  desquamation  of  the  endothelial  covering 
and  coagulation  of  lymph  on  the  surface.  Mean- 
while the  walls  of  the  gut  are  much  thickened  by 
congestion  and  exudation,  and  at  the  same  time  they 
are  softened. 

As  the  strangulation  continues,  stasis  is  followed 
by  coagulation,  and  the  parts  cut  off"  completely  from 
their  vascular  supply  lose  their  vitality  and  become 
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gangi-enous.    When  this  stage  is  reached  the  bowel  is 
black.    Later  on  the  blood  corpuscles  are  broken  up, 
and  the  colouring  matter  is  discharged,  and  then 
there  are  dirty  slate-grey  patches.    The  condition  is, 
in  fact,  typical  of  moist  gangrene,  and  the  tissues  are 
so  rotten  that  very  little  violence  is  necessary  to 
break  them  down ;    hence  the  danger  of  forcible 
attemjDts  at  taxis.    Rupture  of  the  gut  may  take 
place  into  the  sac  or  the  abdominal   cavity.  In 
the  latter  case  it  gives  way  on  the  proximal  side  of 
the  constricted  coil ;  for,  in  addition  to  the  uniform 
compression  at  the  neck,  there  is  the  mechanical  dis- 
turbance from  peristalsis,  whereas  the  bowel  on  the 
distal  side  of  the  strangulation,  after  emptying  itself 
of  its  contents,  remains  collapsed  and  comparatively 
quiescent. 

The  eflFect'of  distention  and  softening  of  the  walls 
of  the  capillaries  is  occasionally  seen  in  the  form  of 
hmmorrhage  into  the  boioel  after  reduction  of  the 
hernia.  Such  an  event  at  first  suggests  ulceration 
into  a  large  vessel,  for  the  bleeding  may  be  very 
copious  (I  have  kno^vn  half-a-pint  of  blood  passed  per 
rectum) ;  but  this  is  not  the  case.  The  capillaries  of 
the  mucous  membrane,  having  lost  their  natural 
power  of  resistance,  burst  under  the  force  of  the 
arterial  current  let  in  upon  them  after  the  strangula- 
tion has  been  relieved.  Extravasation  to  any  areat 
extent  is  very  rare,  whereas  mucous  and  submucous 
ecchymoses  are  common  enough 

Fluid  contents  of  the  sac.-In  all  cases  of 
strangulated  hernia  there  is  a  certain  amount  of 
serous  exudation  from  the  congested  vessels  of  the 
bowel,  or  omentum,  or  whatever  else  may  comnose 

smallXfl  T'^^^'V^-^  ^^e  i^"r 

small  tbe  fluid  accumu  ation  may  be  very  extensive. 
The  nature  of  the  exudation  varies  with  the  decn^ee 
and  duration  of  strangulation  :  thus,  it  is  clearTnd 
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stravsr-colonred  ;  or  pink,  or  deep  red,  from  admixture 
■with  blood,  and  dissolved  haemoglobin  ;  or  turbid  from 
pus  and  flakes  of  lymph,  the  result  of  peritonitis  ;  and 
lastly,  it  is  sometimes  mixed  with  the  contents  of 
ruptured  gangrenous  bowel,  or  the  gaseous  products 
of  decomposition. 

Apart  from  strangulation,  the  sac  of  a  hernia  may 
be  dropsical  and  distended  with  clear  serous  fluid, 
when  it  simulates  funicular  and  congenital  hydrocele. 
This  condition  is  known  as  "  hydrocele  of  the  hernial 

V 

sac. 

Artificial  a.nus  is  an  unnatural  opening  of  the 
bowel  on  the  surface  of  the  body.  It  is  made 
intentionally  in  the  operation  of  colotomy.  On  cutting 
into  the  gut,  if  it  has  not  already  ruptured,  the 
contents  escape,  and  a  communication  is  established 
with  the  lumen  of  the  intestine  on  each  side  of  the 
seat  of  strangulation.  Extravasation  into  the  general 
peritoneal  space  is  prevented  by  previous  plastic 
adhesion  between  the  viscei-al  and  parietal  layers  of 
the  peritoneum.  The  pressure  of  the  underlyhig 
abdominal  viscera,  together  with  the  peristaltic  action 
of  the  bowel  on  the  proximal  side  of  the  artiflcial 
anus,  forces  down  the  partition  formed  by  the  adlierent 
walls  of  the  proximal  and  distal  segments  of  the  gat. 
The  outward  flow  of  intestinal  contents  from  the 
proximal  segment  keeps  its  oriflce  dilated,  whilst  the 
pressure  exerted  by  the  escape  of  fa^culent  matter, 
coupled  with  the  projection  of  the  partition  above 
referred  to  (Dupuytren's  spur),  causes  the  opeunig  of 
the  lower  collapsed  portion  of  bowel  to  remain  practi- 
cally closed.  The  treatment  of  artificial  anus  consists 
essentially  in  getting  rid  of  the  spur-like  barrier._ 

When  the  whole  or  the  greater  part  of  the  mtes 
final  contents  escapes  through  the  opening,  it  is  called 
artificial  a.nus ;  when  only  a  minor  portion  escapes 
it  is  termed  fwcal  fistula. 
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CHAPTER  LXXX. 

INTUSSUSCEPTION  OF  THE  BOWEL. 

When  one  portion  of  intestine  is  invaginated  in 
another  the  condition  is  known  as  intussusception.  It 
i.s  by  no  means  rare  to  find  one  or  more  such  involu- 
tions post  mortem,  in  cases  where  no  symptoms  pointed 
to  their  existence  during  life.    It  is  doubtful  whether 
they  are  formed  before  or  after  death,  for  peristalsis  can 
be  excited  in  animals  by  direct  or  indirect  stimulation 
for  some  time  after  the  heart  has  ceased  to  beat. 
These  so-called  "  post-mortem  invaginations  "  can  be 
reduced  quite  easily.    For  their  development  there 
must  be  an  irregular  contraction  of  different  portions 
of  the  bowel.    Thus,  if  one  segment  is  in  a  state  of 
peristalsis   whilst   that  immediately   succeeding  it 
remains  relaxed,  the  former  can  readily  glide  into  the 
latter.     The  sudden  increase  in  the  calibre  of  the 
intestine  beyond  the  ileo-cajcal  orifice  is  the  chief 
reason  why  intussusception  is  more  common  in  this 
situation  than  elsewhere. 

Children  are  more  liable  to  it  than  adults-  (1) 
because  in  them  the  general  reflex  excitability  is  very 
marked,  and  the  bowel  is  readily  excited  to  irregular 
peristaltic  action  through  irritation  of  its  nerves  by 
ascarides,  or  other  ofTending  matter;  (2)  on  account  of 
the  disposition  of  the  peritoneum.  It  should  be 
remembered  that  the  part  first  invaginated  always 
remains  the  lowest,  or  in  other  words,  that  the 
ensheathed  portion  merely  travels  on,  whilst  the 
ensheathing  tube  is  being  continually  rolled  in:  so 
v.?i  f  ^".yfS™^*i«^  commences  at  the  ileo-c.4cal 
valve,  this  will  be  found  the  most  advanced  part 
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Now,  in  cliildren  the  csecum  is  freely  swung  by  the 
mesentery,  instead  of  being  fixed  in  the  iliac  fossa,  as 
it  is  in  the  adult,  and  consequently  there  is  less  check 
upon  its  involution. 

A  polypus,  by  dragging  on  the  bowel,  may  start  an 
intussusception. 

The  ensheathed  portion  of  bowel  acts  as  a  foreign 
body,  and  stimulates  the  surrounding  muscular  walls 
to  continued  contraction.  This  may  not  cease  until 
the  ileo-cfecal  valve  has  reached  the  rectum,  or  even 
protruded  from  the  anus.  The  attachment  of  the 
peritoneum  hinders  the  descent  of  the  bowel  chiefly  at 
its  postei'ior  aspect,  so  that  the  orifice  of  the  invaginated 
tube  looks  somewhat  backwards.  This  should  be 
borne  in  mind  on  rectal  examination,  as  otherwise  the 
prolapse  might  be  mistaken  for  a  polypus,  from 
which,  however,  it  differs  in  not  being  fixed  at  one  spot. 

The  symptoms  are  dependent  on  the  degree  of 
strangulation,  and  not  on  the  simple  existence  of 
invagination,  just  as  in  an  ordinary  external  hernia. 

Cliang^es  secondary  to  sirang^iilatiou. — 
The  blood-vessels  of  the  prolapsed  gut  become 
engorged,  then  inflammation  sets  in,  and  the  part 
is  much  swollen.  The  mucous  membrane  secretes  a 
quantity  of  thick  mucus,  which,  together  with  some 
blood  derived  from  rupture  of  capillaries,  is  often 
discharged  from  the  anus.  Lymph  is  thrown  out  on 
the  opposed  peritoneal  surfaces,  which  it  glues 
together  after  the  process  of  invagination  is  complete. 
As  the  result  of  acute  strangulation  the  ensheathed 
bowel  may  slough  away.  Extravasation  of  intestinal 
contents  into  the  peritoneal  cavity  is  prevented  by 
plastic  exudation  uniting  the  contained  and  containing 
portions  of  bowel  at  the  base  of  the  invagination. 
But  before  the  gangrenous  part  has  time  to  separate 
the  patient  usiially  dies  from  collapse  or  general 
peritonitis ;  and  where  it  is  efl'ected  there  is  the 
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certainty  of  an  annular  stricture  from  cicatrisation 
of  the  inflammatory  products. 


CHAPTER  LXXXI. 

TUMOURS. 

"A  TUMOUR  is  a  mass  of  new  formation  that  tends 
to  gi-ow  and  persist."  This  tendency  is  in  marked 
contrast  to  that  of  inflammatory  neoplasias,  which  is 
to  arrive  at  a  typical  termination.  Fatty  tumours 
It  IS  true,  frequently  become  arrested  in  their  m-owth' 
and  papUlomata,  as  in  the  case  of  common  warts' 
often  disappear  spontaneously ;  but  still  the  tendency 
IS  the  other  way.  Again,  although  long- continued 
irritation  may  certainly  be  the  exciting  cause  of  a 
tumour  as  m  the  case  of  epithelioma  of  the  lip  and 
tongue  from  friction  against  a  pipe  or  tooth,  and  in 
tlie  same  disease  sometimes  starting  at  the  seat  of  old 
chrome  mflammatory  lesions,  such  as  syphilitic 
ulceration  of  the  tongue  and  skin,  yet,  whilst  we  can 
pr^luce  inflammation  at  will,  we  have  no  absolute 
power  ot  producing  a  tumour  at  all. 

win^?//'''^^iT^*^'\^''^*°°^^"^^  ^^^^^  of  t^^iours,  it 
will  be  found  that  they  all  have  their  "type  in  some 
natural  tissue  of  the  body,  either  in  the  embryliHr 
developed  state.  '    In  other  words,  a  tumour  is  not  I 

1^        rebellious  scion  of  a  parent  stock.    If  the 

wnere  they  are  found,  they  are  said  to  be  homovlastic 
jc.   osteoma  growing  from  bone;  if  they  cS  tl  ey 

teTticrl  '"^"'^^f-'-'  -9-^  enchondroma  of  K 
testicle.    From  a  knowledge  of  the  fact  that  any 
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anatomical  or  physiological  peculiarity  of  a  tissue  is 
usually  stamped  upon  the  tumour  springing  from  it, 
a  great  insight  as  to  the  probable  nature  of  the  latter 
may  be  obtained ;  thus  one  would  expect  osteoma, 
enchondroma,  and  sarcoma  to  be  frequently  connected 
•with  bone,  myo-hbroma  with  the  uterus,  and  so  on. 
It  is  also  clear  why  myeloid  sarcoma  should  have  its 
seat  almost  exclusively  in  bone,  and  why  sarcoma  of 
the  choroid  should  be  melanotic,  and  glio-sarcoma  of 
the  retina  and  nerve  centres  present  a  stroma,  like 
that  of  the  natural  structure  of  these  parts. 

A  tumour  is  malignant  in  proportion  to  the  rate 
at  which  it  destroys  the  tissue  and  tends  to  shorten 
life. 

It  is  impossible  to  denote  detinitely  where  malig- 
nancy ends  and  benignancy  begins,  for  not  only  are 
there  forms  of  intermediate  gravity,  but  in  the  history 
of  a  given  growth  it  may  so  alter  in  character  as 
scarcely  to  be  described  by  the  same  name;  e.g.,  a 
"  recurrent  fibroid "  may  at  first  consist  largely  of 
fibrous  tissue,  but  each  successive  recurrence  after 
operation  is  often  marked  by  a  great  increase  in  the 
number  of  cells. 

The  sigrns  of  malignancy  are  : 

(1)  Local  recurrence  after  apparently  complete 
removal. 

(2)  Dissemination  or  generalisation  in  other  parts, 
either  dii-ectly  by  associated  lymphatics,  or  more 
remotely  by  the  blood-vessels.  Multiplicity  of  growth 
may  in  some  cases  be  explained  as  a  general  outbreak 
from  a  common  source,  rather  than  a  causative 
sequence.  It  is  interesting  to  note  that  the  secondary 
growths  usually  maintain  the  type  of  tlie  primary  ; 
thus  alveolar  cancer  of  the  breast  is  reproduced 
in  the  lymphatic  glands,  liver,  and  other  parts; 
columnar  epithelioma  of  the  rectum,  in  the  liver ; 
squamous  epithelioma  of   the   lip,  in  the  cerviciU 
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lymphatics ;  melanotic  sarcoma  of  the  skin  and  colloid 
cancer  of  the  omentum  or  ovary  follow  the  same 
rule. 

(3)  Infiltration  of  surrounding  tissues  by  the  ele- 
ments of  the  tumour. 

(4)  Rapidity  of  increase,  leading  to  destruction  by' 
ulceration  or  sloughing.    The  vital  activity  of  the 
cells  being  expended  more  in  multiplication  tlian  in 
development,  leads  to  a  deficient  vascular  supply,  and 
great  liability  to  suffer  from  injury. 

(5)  Multiplicity,  though  suggestive  of  malignancy, 
does  not  necessarily  imply  it,  for  some  benign  new 
formations  {e.g.  fatty  tumours,  warts,  fibrous  potypi  of 
the  skin,  and  atheromatous  cysts)  are  often  multiple, 

_  (6)  An  apyrexial  cachexia  from  impaired  assimi- 
lation leading  to  general  wasting. 

(7)  The  influence  of  heredity  is  certainly  more 
marked  in  malignant  than  in  simple  tumours. 
_  (8)  Direction  of  gi'owth.  Benign  tumours  sprinc.. 
ing  from  a  surface  are  centrifugal ;  malignant,  both 
centrifugal  and  centripetal.  Compare  the  mere  out- 
growth of  a  papilloma  with  the  deeply-rooted  invasion 
ot  an  epithehoma. 

Classification  of  tumonrs.—Formerly,  when 
tumours  were  arranged  on  a  clinical  basis,  such  terms 
as  meduUoma,"  "  encephaioma,"  "  soft  cancer,"  etc 
were  apphed  without  distinction  to  any  soft,  rapidlv- 
growing  new  fomation.  In  like  manner,  the  word 
melanoma  was  used  to  indicate  a  tumour  contain- 
ing pigment.  It  IS  true  the  other  attributes  were 
imp  led,  but  It  was  none  the  less  unscientific,  for  a  soft 
wart  on  the  skm  may  be  as  black  as  a  virulent  meLanotic 

clas.sifacatiou,  for  it  serves  to  point  out  the  re 
semblances  and  diff-erences  of  allied  growths  and  to 
distinguish  between  their  essential  nature  alid  the  r 
subordinate  nutritive  modifications.     Relyh  g  upo^^ 
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the  microscope,  there  is  no  fear  of  mistaking  a  dis- 
integrating infarct  for  a  malignant  tumour. 


CHAPTER  LXXXII. 

THE  FIBROMATA. 

White  fibrous  tissue  exists  in  abundance  in  many- 
tumours.  In  some,  e.g.,  the  fibro -adenomata,  the 
fibrous  element  far  outstrips  the  gla^idular.  But  the 
term  fibroma  denotes  the  absence  from  the  growth 
of  any  more  characteristic  structural  constituent. 

The  fibromata  rank  amongst  the  benign  tumours. 
They  arise  from  connective  tissue,  especially  the  sub- 
cutaneous and  submucous,  but  they  are  met  with  m 
many  other  parts.  The  so-called  "fibroid"  tumours 
of  the  uterus  belong  more  strictly  to  the  myomata, 
with  which  they  will  be  considered.  We  shall  dnade 
the  fibromata  into  three  groups:  (1)  The  isolated 
encapsuled  tumours  situated  beneath  the  surface; 
(2)  the  more  widespread  overgrowths  of  the  cutaneous 
and  subcutaneous  connective  tissue,  known  as  hyper- 
trophies or  difi'use  fibromata  ;  (3)  fibrous  polypi,  it 
may  be  stated  generally  that  when  fibrous  tumours 
commence  either  in  the  skin  or  immediately  beneath 
it,  or  in  the  submucous  tissue,  the  tendency  is  tor 
fchem  to  become  pedunculated. 

The  fibromata  naturally  fall  under  two  head^  ac- 
cording to  their  consistence  and  vascularity.  lHus 
we  speak  of  the  firm  and  soft  varieties. 

In  structure   the  fibromata   present   the  same 
variations  of  textural  arrangement  as  attains  in  nm-ma 
white  fibrous  connective  tissue.    Ihc  greate  poition 
of  he  tumour  consists  of  bundles  of  fibres  interwoven 
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in  various  directions.     The  general  disposition  of 
these  bundles  is  along  the  course  of  the  blood-vessels  ; 
very  often  they  form  concentric  layers  around  the 
latter,   giving   the  section  a  lobulated  appearance, 
and  this  is  more  marked  when  the  bundles  betweeji 
the  lobules  are  less  closely  packed  than  those  which 
constitute  the  latter.    In  some  cases  the  hbres  are 
loosely   interlaced,    forming    an    open    mesh-work  ; 
in  others  they  are  so  intimately  connected   as  to 
partially   obscure  the  fibrillation.    The  fibrillation 
itself  varies  much,  so  that  microscopical  sections 
appear  like  spun  glass,  or  present  wavy  fibres  with 
definite  outline.     Elastic  tissue  is  usually  absent. 
The  cells  show  great  diversity  in  number,  size,  and 
shape  m  difierent  tumours,  and  in  difierent  parts  of 
the  same  tumour.    The  younger,  too,  the  tissue,  the 
arger  and  more  numerous  the  cells  ;  in  fact,  it  may 
be   diflicult   in  the  earliest   stages    to  distino'uish 
between  a  developing  fibroma,  myoma,  and  spindle- 
celled  sarcoma.    For  the  most  part,  however,  the  cells 
are  sma  1.    They  are  round,  angular,  fusiform,  or 
branched.    &ome  elongate,  and  become  finally  lost 
amongst  the  fibres  with  which  they  blend.    We  have 
examined  specimens  where  not  a  single  cell  could  be 
seen      On  the  whole,  the   fibromata   are  scantilv 
supphed    with   blood-vessels;   some   appear  almost 
devoid  of  them.    The  softer  forms  are  more  vascular 
and  are  sometimes  permeated  by  a  cavernous  network' 
cilofrr"     *T,  *^'-"^«^-The  most  constant  t 
ca  cihcation,  ei  her  co.ilined  to  the  septa  or  as  a 
I  .etrifaction  of  the  entire  tumour.    Next  to  this  comes 
-Hucoid  softening.    True  cystic   formation  is  rare 
llie  skm  may  ulcerate  over  them,  and  the  inflan  n  a 

c  c — 2t 
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white  and  coai-sely  fasciculated,  or  greyish  and  glis- 
tening, according  to  the  degree  of  homogeneity  of 
structure. 

They  grow  from  fascite,  bone,  periosteum,  nerves, 
and  other  parts.  Well  -  marked  examples  are  the 
fibrous  epulides  of  the  jaws,  which  spring  from 
the  bone  or  periodontal  membrane,  not  from  the 
mucous  membrane  of  the  gums.  They  project  by  the 
side  of  the  teeth,  which  frequently  become  loose. 
When  they  ossify  (and  this  is  not  rare),  the  bone  is 
deposited  in  the  direction  of  the  vessels,  i.e.,  from  the 
point  of  attachment  towards  the  periphery.  Ossifica- 
tion may  advance  to  within  a  short  distance  of  the 
surface,  which  is  covered  by  mucous  membrane.  If 
completely  removed  there  is  almost  entire  immunity 
fi'om  recurrence. 

What  are  known  clinically  as  neuromata  consist 
either  of  raucous,  or  of  firm  fibrous  tissue.  {Vide 
Myxoma.)  The  fibrous  neuromata,  like  the  mucous, 
start  from  the  connective  tissue  around  the  nerves  and 
between  the  fasciculi.  The  nerve-fibres  are  stretched 
over  the  tumour.  We  have  seen  a  fibrous  neuroma 
the  size  of  an  egg.  "Under  the  microscope  it  showed 
minute  cells  distributed  with  great  regularity  through 
a  delicately  fibrillated  stroma.  Some  nasal  polypi 
belong  to  the  firm  fibromata. 

The  soft  abromala  include  the  diftuse  fibrous 
hypertrophies  of  the  subcutaneous  tissue,  and  many 
pedunculated  tumours  attached  to  the  skin  and  mucous 
membranes.  The  diffuse  fibromata  consist  of  loosely 
woven  bundles  of  connective  tissue,  in  the  interstices 
of  which  the  vessels  ramify;  the  latter  are  sometimes 
very  large.  They  form  doughy  masses,  which  some- 
fiuifs  hang  in  overlapping  folds  from  the  buttocks, 
tlii-hs,  and  otber  parts  of  the  body.  From  its  struc- 
ture and  consistence  the  new  formation  was  called 
molhismm  fibrosum,  or  fibroma  molluscum,  a  name 
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still  in  use,  but  now  generally  restricted  to  the  fleshy 
fibrous  polypi  of  the  skin.  ^ 
When  the  subcutaneous   soft  fibromata  proiect 

mZe.  pedunculated 
masses  they  are  known  as  wens.  Like  the  other 
diffuse  hbromata,  they  have  no  capsule 

Elephantiasis  Arabum  bears  a  marked  structural 
resemblance  to  difi-use  fibroma,  but  instead  of  beino.' 
simp  e  non-ioflammatory  overgrowth,  it   appea" X 
be  close  y  connected  with,  if  not  dependent  upon 
leirrthf °'  lymphangitis.    The  scrotum  and 
egs  are  the  parts  usually  affected.    The  growth  often 

as  toity  or  fifty  pounds.  It  is  mostly  found  in 
Orientals,  and  m  them  "is  now  generally  recoiled 
to  be  ultimately  due  to  the  presence  of  hlarifsln 

ttTyr^h^^'^'tr^"^^  besSes  oE 

places,  tHe  lymphatics  of  the  scrotum  and  lower  limb<, 

obstruction  iTtt 

witlf  hrthrsl"''r'"P'"^'-^'  ^^^-^^a  are  met 
r^-Sa^^rSS~-'^^t  they  are  much 

muc^^nuSalr'Svr"^'/" 

overgrowth     of  the  1?/'^  '  <=°"«^dered  as  localised 

tissues.  T^o^^^tctrz  r-'  r'""^"'^^ 

referred  to  under  the  mm n  ^''''^  been 

They  are  usually  lulplf  STrbe''"^""-'' 
•some  cases  be  counted  by  tens  ami  r  7 
size  they  vary  from  «   L    T  ^^^^  hundreds.  In 

describes  tw^Lns  the  i    1  T-  Tox 

latter  are  very  y^cular         l^f^  ^""S^^^^ 
Soft  fibrous  po W  of  tL 

^-^-^^^-^^--^"4i^=h.Ss:s! 
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but  those  of  greatest  surgical  interest  grow  from  the 
nasopharynx  and  contiguous  sinuses  (frontal,  sphe- 
noidal, etc.).  Clinically,  many  of  tliem  are  more  nearly 
related  to  the  sarcomata  than  to  the  fibromata,  for 
they  tend  to  continuous  growth,  absorb  everything  in 
their  way,  and  often  recur  after  removal.  Others, 
however,  are  quite  innocent  in  their  nature,  -and 
between  the  two  extremes  there  is  every  gradation. 


CHAPTER  LXXXIII. 

THE  LIPOMATA. 

The  majority  of  fatty  tumours  are  met  with 
between  the  ages  of  thirty  and  fifty,  when  there  is  a 
general  disposition  to  obesity.  The  local  determination 
■  of  the  growth  can  in  many  cases  be  referred  to  some 
injury  °or  long-continued  friction.  They  are  occa- 
sionally hereditary.  They  are  situated  chiefly  on  the 
trunk,  especially  about  the  shoulders  and  waist  ;  parts 
subiect  to  the  pressure  of  articles  of  dress,  such  as  the 
braces,  corset,  etc.,  here  they  spring  from  the  sub- 
cutaneous fatty  tissue.  Local  collections  of  fat  are 
seen  now  and  again  in  the  synovial  frmges  ot  jomts 
and  tendon  sheaths,  resembling  the  appendices  epi- 
ploicaj  of  the  omentum.  Fatty  tumours  mostly  occur 
singly,  but  several  may  be  found  iia  the  same  subject, 
the  more  so  when  hereditary. 

Oeucral  anatomy.— As  a  rule  they  torm 
roundish  projections  on  the  surface  of  the  body.  He 
most  constant  feature  is  a  lobulation  ;  this  may  be 
visible,  or  be  made  out  only  on  manipulation,  or  atter 
dissection.  When  pressure  is  made  on  the  skin  at  the 
mar-in  of  the  tumour,  that  over  the  surface  becomes 
dimpled,  from  stretching  of  the  intedobular  bundles 
of  fibrous  tissue  that  are  fixed  to  tho  skin. 

The  author  has  seen  a  polypus  as  large  as  an 
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orange  attached  by  a  narrow  stalk  to  the  buttock  ;  one 
half  of  the  structure  was  composed  of  fat  cells  inter- 
mingled with  the  other,  which  consisted  of  dense 
fibrous  tissue. 

The  lipomata  are  usually  circumscribed  and  limited 
by  a  distinct  capsule,  which  is  fixed  to  the  surrounding 
tissue  by  a  loose  meshwork  and  strong  bands  of 
fibrous  tissue.  The  latter  conduct  the  blood-vessels, 
which  enter  chiefly  at  the  upper  and  deeper  parts. 
The  external  attachment  may  be  so  slight  that  the 
tumour  changes  its  position ;  the  resistance  met  with 
in  the  subcutaneous  cellular  tissue  being  slight,  the 
force  of  gravity  is  sufficient  to  cause  the  displacement. 

Very  rarely  fatty  tumours  show  no  limitation,  the 
fat  composing  them  being  continuous  with  the  normal 
tissue  around  (diffuse  lipoma).  They  have  occasion- 
ally been  found  connected  with  the  peritoneum,  by  a 
prolongation  of  the  latter  through  a  cleft  in  the 
abdominal  wall,  particularly  at  the  linea  alba ;  they 
then_  grow  from  the  retroperitoneal  fat,  or  from 
herniated  portions  of  omentum.  The  possible  danger 
attending  their  removal  is  obvious.  * 

Fatty  tumours  vary  in  consistence.  They  may  be 
so  soft  and  elastic  as  to  simulate  fluid  collections- 
chroinc  abscesses  and  sebaceous  cysts  have  been  mis- 
taken for  them.  On  the  other  hand,  they  may  be  very 
firm,  resembling  fibrous  tumours.  The  lobules  are  sepa- 
rated by  areolar  tissue,  in  which  the  supplyino-  vessels 
are  embedded.  The  amount  of  this,  together  with 
the  composition  of  the  fat  in  a  given  case,  explains  the 
density.  In  colour  they  are  bright  yellow,  or  yellowish 
white  In  children,  especially,  they  often  contain  a 
considerable  quantity  of  erectile  tissue,  so  that  bv 
pressure  their  size  can  be  much  diminished;  and  thev 
bleed  freely  on  removal  (nevoid  lipoma) 

Compare  a  fatty  tumour  after  enucleation  witi, 
an  enchondroma  of  a  long  bone  or  the  pehis,  and 
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an  agglomevation  of  enlarged  lymphatic  glands  in 
Hodgkin's  disease.  All  these  are  lobulated,  but  tlie 
enchondroma  is  very  hard,  of  a  bluish  -  white  colour, 
and  is  attached  to  bone.  The  glands  are  not  so 
yellow  as  fatty  tumour,  but  they  are  firmer,  and  large 
trunk  vessels  can  usually  be  seen  passing  through  the 
mass,  for  it  is  usually  taken  from  the  abdominal 
mediastinal  or  cervical  regions. 

Lipoma  forms  compound  tumours  with  myxoma, 
sarcoma,  and  fibroma. 

Microscopy. — The  greater  part  consists  of  fat  cells, 
which  do  not  differ  from  the  normal,  except  that  they 


Fi^.  60.— Patty  Tumour. 

The  cells  a.  exactly  in  focus.  Lave  a  more  strongly  marked  ontline  than  those,  b. 
immediately  beneath  them;  c,  blood-vessel;  connective-tissue  curimscles 
lie  between  the  fat  cells.  X  265.  The  section  was  cleared  with  oU  ol 
cloves. 

are  somewhat  larger.  They  are  roundish  or  polygonal 
from  mutual  pressure.  The  cells  just  out  of  focus  are 
seen  in  dim  outline  (Fig.  60).  Bundles  of  areolar  tissue 
and  blood-vessels  run  between  the  lobules.  Fine  fibres 
and  connective  tissue  cells  may  be  found  between  the 
individual  fat  cells.  This  last  phenomenon  is  explained 
by  the  mode  of  growth,  for  the  cells  do  not  contain  fat 
at  first;  this  is  stored  up  later.  The  first  cells  of  the 
tumour  are  derived  froui  the  connective  tissue,  and  the 
tumour  increases  in  size  by  the  addition  of  new  cells 
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produced  by  vacuolation  and  di\asion  of  pre-existing 
ones,  and  probably  also  by  the  fixation  of  wandering 
cells.  Tbe  interlobular,  and,  to  some  extent,  the 
intralobular,  tissue  is  fibrillated. 

Secondary  chang-cs — Fatty  tumours  are  not 
very  prone  to  structural  modifications. 

Calcification  and  even  ossification  are  occasionally 
nret  with  in  the  matrix.  The  fat  may  alter  its  com- 
position and  become  semifluid.  The  fatty  acids  may 
then  be  set  free  and  crystallise ;  this  is  often  produced 
by  the  action  of  reagents  used  in  the  preparation  of 
microscopical  sections.  The  skin  over  them  may  be 
atrophied  by  the  continuous  pressure,  and  this,  together 
with  accidental  injury,  may  cause  ulceration  of  the 
mass.    Central  suppuration  rarely  or  never  occurs. 

Fatty  tumours  neither  generalise  nor  recur  locally 
after  removal. 


CHAPTER  LXXXIV. 

TUE  ENCHONDROMATA. 


These  tumours,  which  have  their  tvpe  in  cartilao-e 
grow  for  the  most  part  from  bone,  and  that  too  in  the 
vicimty  of  diarthrodial  joints  and  synchondroses 

iJiey  are  not,  however,  confined  to  these  situations 
but  are  found  m  tissues  {e.g.,  the  parotid  gland  and 
testicle).  111  which  at  no  period  of  their  natural  existenc,- 
IS  any  trace  of  cartilage  to  be  seen.  Thev  are  s-iid 
no  to  spnng  from  cartilage.  It  must  be\oiL 
mind  that  cartilage  is  a  pn.nary  derivative  of 
embryon.c  tissue,  and  hence  it  is  not  Lrprisin.  that  it 
should  be  developed  where  the  latter  foLs  the  tru  ' 
tural  basis  of  new  growths. 

The  admixture  of  cartilage  with  embryonic  and 
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mucous  tissue  is  thus  readily  explained,  and  hence 
the  varieties,  chondro-sarcoma,  cliondro-myxoma,  etc. 

Most  enchondromata  are  innocent  in  their  nature, 
rarely  giving  rise  to  secondary  deposits.  When  these 
occur  it  is  cliiefly  in  the  hmgs.  If  all  the  indifferent 
cells  are  used  up  in  the  production  of  cartilage,  the 
tumour  may  fairly  be  designated  an  enchondroma ;  but 
where  there  is  only  a  limited  conversion,  it  is  better  to 


Fig,  61.— Myxo-Chondroma  of  Parotid  Glaud. 

a.  Hyaline  cartilage;  h,  mucous  tissue,  with  stellate  corpusrles  and  sliphlly 
Hbrillated  gelatinous  matrix  ;  c,  cartilage  caiifiule,  containing  a  nucleated  cell 
and  a  fat  globule.   X  265. 

speak  of  it  as  a  chondriti cation,  for  the  specific  n.ature 
of  the  growth  is  not  moditied  thereby.  A  sarcoma  is 
none  the  less  malignant  because  islets  of  cartilage  are 
scattered  through  its  substance.  We  have  seen  this 
in  a  testicle  removed  during  life  (Fig.  53).  The  patient 
died  within  six  months,  with  secondary  deposits  in  the 
lumbar  and  mediastinal  glands,  and  in  nearly  all  the 
abdominal  viscera.    In  another  case  the  association  of 
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sarcoma  with  enchondroma  was  delayed;  but  what 
appeared  at  first  to  be  an  innocent  tumour  of  the 
parotid  (for  it  only  attained  the  size  of  a  small  orange 
in  twelve  years),  subsequently  made  such  progress 
that  it  doubled  its  size  in  six  months ;  one  half  was 
composed  of  hyaline  chondro-myxoma  {^de  Fig.  61), 
the  other  of  large  round-celled  sarcoma.  ' 

It  may  be  said,  then,  that  cartilaginous  tumours  of 
parenchymatous  organs  shoidd  always  be  regarded 
with  suspicion.    The  same  is  true  of  those  growino- 
from  the  shafts  of  bones  and  the  jaws.  ( Vide  Lancet 
Nov.  24th,  1877.) 

Classification — Enchondromata  may  be  divided 
nito  three  groups  :  (1)  Those  growing  from  the 
metacarpal  bones  and  phalanges ;  (2)  those  spriugina 
trom  the  ends  of  the  long  bones  and  the  pelvis  •  ri) 
those  found  in  soffc  tissues,  e.g.,  the  parotid  gland 
testicle,  and  lungs. 

1.  Metacarpal  and  phalangeal  enchondromata  are 
often  multiple.  They  commence  in  the  interior  of  the 
bones,  usually  at  the  ends.    They  seldom  grow  larger 

ossify  Their  surface  is  smooth,  or  only  very  slightly 
S    .  preference  the  periods  of 

childhood  and  youth.     They  are  perfectly  benign 
li  e  matrix  is  hyaline,  or  faintly  fibriUated,  and  the 
cells  are  comparatively  small,  and  polymorphous. 

springing  from  the  ends  of  the 
long  bones  and  the  pelvis  often  attain  an  enormo  s 
size.  Coarsely  lobulated  like  fatty  tumours  "hev 
differ  from  the^n  in  every  other  respect,  beTn^  hard 
and  of  a  blueish-white  opalescent  appLrance  ^ 
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blood-vessels  intervene  between  the  lobules.  Nutri- 
tive changes  are  very  common,  calcification  and 
mucoid  degeneration  taking  the  lead.  The  former  is 
recognised  as  dead  white  patches  of  irregular  shape 
between  the  semi-translucent  nodules  of  cartilage. 
The  latter  causes  softening,  and  so  large  anfractuous 


Fig.  62.— Cystic  Ossifying  Enchondroma  of  the  Diapliysis  of 
the  Femur ;  from  a  Girl  a;t.  17. 

a.  Cyst  Ijounded  .above  liy  an  osseous  bar ;  b,  iiuicoid  softening  of  nititrix-,  anns- 
tomotic  stellate  coriniscles  form  a  inesbwork  tliTOiipb  tUe  space;  c,  Uyalint 
cartilage,  the  capsules  are  distended  with  mucin,   x  2&. 

cavities.  They  may  ossify,  or  remain  free  fi'om  this 
and  all  other  secondary  modifications  of  structure. 

In  the  pelvis  they  are  attached  near  the  sym- 
physis and  the  sacro-iliac  synchondrosis. 

Unlike  the  smaller  plialangeal  variety,  they  tend 
to  indefinite  increase  in  size,  but  they  resemble  them 
in  being  generally  benign. 

3.  Enchondromata  of  the  soft  tissues  are  seldom 
simple.  Thus,  mixed  "  parotid  tumour  "  may  contaui 
cartilage  along  with  glandular,  mucous,  or  sarcomatous 
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tissue,  one  or  more  of  them.  In  the  testicle  sarcoma 
is  rarely  absent.  The  association  with  tumours  of  a 
lower  type  of  organisation  renders  this  group  more 
malignant  than  either  of  the  others. 

HistoIo§y — The  matrix  is  hyaline  or  fibrous  ;  or 
it  looks  like  spun  glass.  Considerable  variation  in 
this  respect  may  be  met  with  in  the  same  tumour.  If 
calcified,  microscopical  sections  look  gi^anular  and 
opaque  by  transmitted  light,  but  the  capsules  and  cells 
can  again  be  brought  into  view  by  the  solvent  action 
of  a  dilute  mineral  acid.  The  cells  are  round,  oval, 
angular,  or  multipolar,  with  long  branching  ofishoots! 
The  protoplasm  may  be  clear,  or  obscured  by  fat 
granules  and  drops  of  mucin  (Fig.  62).  The  entire 
cell  may  be  petrified  along  with  the  matrix. 

If  lobulated,  the  mass  is  intersected  by  vascular 
fibrous  tracts,  thus  differing  from  normal  cartila-e 
ihe  blood-vessels  furnish  the  lime  salts  for  calcifica- 
tion, and  hence  the  infiltration  is  more  advanced  at 
the  periphery  of  the  lobules  and  between  them  than 
m  their  interior.  In  mixed  tumours,  e.g.,  chondro- 
sarcoma the  cartilage  is  sharply  mapped  off  from  the 
surroundmg  tissue  (Fig.  53,  h). 


CHAPTER  LXXXV. 

THE  OSTEOMATA. 


The  osteomata  proper  are  bony  groxvths  not 
dependent  upon  precedent  inflammation 

Deposit  of  bone  is  an  accidental  or  an  integral 
part  of  many  morbid  processes  :  thus  it  is  found  as  a 
nutritive  modification  in  many  tumours,  espechllv 
those  springing  from  the  osseous  frameworirfa  £ 
sarcou^ata.  enchondromata,  and  fibromata    '  Bone  is 
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usually  present  in  subperiosteal  sarcomas  ;  it  is  far 
from  rare  in  the  large  lobulated  cartilage  tumours 
attached  to  the  ends  of  the  long  bones  and  the  pelvis  j 
and  it  is  almost  constant  in  fibrous  epulides.  Then, 
again,  it  is  the  final  anatomical  product  of  inflamma- 
tion of  bone  that  goes  on  to  a  natural  termination. 
In  cases  where  the  erosion  has  been  local,  and  the 
loss  of  substance  made  up  by  protuberant  granu- 
lations, the  latter  may  ossify  en  masse,  and  the  result 
simulate  the  true  non-inflammatory  exostoses ;  but,  on 
section,  the  base  of  the  new  formation  is  found  not  to 
be  limited  by  the  surface  level  of  the  bone,  but  to  lie 
some  distance  in  the  interioi'. 

As  in  the  osteomata  proper,  the  Haversian  canals 
of  these  inflammatory  osteophytes  lie  at  right  angles 
to  those  of  the  old  bone ;  for  ossification  follows  the 
direction  of  the  capillary  loops  in  the  outwardly 
directed  granulations. 

Muscles  and  tendons  subjected  to  much  strain  or 
irritation  are  now  and  then  extensively  ossified,  the 
bony  deposit  commencing  as  a  rule  next  the  points  of 
attachment;  e.g.,  in  the  deltoid  and  biceps  muscles  of 
infantry  soldiers  from  pressure  of  the  butt  end  of  the 
rifle,  and  in  the  adductors  of  the  thigh  of  cavalry, 
the  "rider's  bone"  (Rokitansky).  But  in  these  cases 
there  must  be  an  inherent  disposition  to  bone  forma- 
tion, else  it  would  be  more  common  than  it  is. 

In  like  manner,  the  bones  are  sometimes  the  seat 
of  multiple  outgrowths  at  the  points  of  origin  and 
insertion  of  the  muscles,  without  there  being  any 
ascertainable  reason  (O.  Weber). 

In  old  age  there  is  a  marked  tendency  to  ossifi- 
cation in  certain  tissues;  e.g.,  the  cartilages  of  the 
larynx,  trachea  and  bronchi,  the  costal  cartilages,  and 
intervertebral  ligaments.  This  is  interesting,  as 
showing  that,  whether  the  bone  formation  occurs  as  a 
new  growth  or  a  nutritive  modification  in  pre-formed 
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tissue,  it  is  evidence  of  a  physiological  degeneration, 
and  serves  to  explain  the  apparent  anomaly  of 
bony  retrograde  metamorphosis  occui'ing  mostly  in  old 
age,  M'hilst  the  osseous  tumours  are  rarely  met  with 
beyond  mid-adult  life. 

The  plates  of  bone  found  in  the  vieninges  of  the 
brain  and  cord  are  probably  the  consequence  of 
cln'onic  inflammation. 

Cornil  and  Ranvier  say  they  have  seen  true  bone 
in  the  calcified  adventitious  cysts  of  hydatid  tumoitrs, 
but  this  must  be  very  rare.  The  author  has  observed 
a  nodule  of  bone  in  the  centre  of  a  simple  bronchocele. 
Bone  is  one  of  the  multiform  contents  of  dermoid 
cysts. 

The  osteophytes  thrown  out  around  the  joints 
affected  with  tumor  albus  and  dry  rheimatic  arthritis 
are  clearly  irritative  and  inflammatory.  In  ataxic 
arthropathy  they  are  now  and  again  met  with  as  part 
of  a  trophic  articular  lesion ;  but  M.  Charcot  informs 
me  that  they  are  quite  the  exception  in  this  disease, 
and  that  he  is  uncertain  whether  they  grow  frorn 
cartilage  or  not. 

Having  cleared  the  way  of  these  irregular  and 
secondary  bone  formations,  the  course  is  open  for  the 
consideration  of : 

The  osteomata,  which  almost  invariably  arise 
from  pre-existing  bone.  The  vast  majority  occur  as 
outgrowths,  or  exostoses.  A  few  occupy  the  interior^- 
e.ff.,  the  medullary  cavities  of  the  lon<^  bones' 
enostoses;  but  even  these  cause  projections  from  the 
surface  m  most  instances,  and  as  fchey  are  probably  of 
inflammatory  ongm  they  will  not  be  further  discussed 
Like  normal  bone,  the  osteomata  vary  in  density  and 
It  IS  customary  to  divide  them  into^wo  g  "nps  tie 
compact  and  spongy.  The  former  includes  the^'vorv 
osteomata,  and  those  that  resemble  in  consistence  the 
outer  part  of  the  shafts  of  the  Ion-  bones 
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The  ivory  osteomata  are  mostly  situated  on 
the  flat  bones  of  the  skull,  and  usually  on  the  inner 
surface.  They  are  found  as  plates,  or  roundish 
nodules,  composed  of  concentric  laminae  parallel  to 
the  surface  of  the  mass.  They  are  found  not  to 
contain  blood-vessels.  If  the  latter  existed  at  an 
earlier  period  of  development,  they  must  have  become 
obliterated  by  the  pressure  of  the  bony  deposit  around 
them,  in  much  the  same  way  as  syphilitic  cranial 
osteophytes  are  rendered  extra  vascular  {^nde  page  217). 

The  bone  corpuscles  in  these  tumours  have  long 
outrunners,  which  are  for  the  most  part  directed 
towards  the  surface,  like  those  of  the  crusta  petrosa 
of  the  tooth  fangs  (Oornil  and  Ranvier). 

Compact  osteomata  are  found  in  other  situations 
than  the  cranium.  In  the  College  of  Surgeons 
museum  is  a  fine  specimen  attached  to  the  loAver 
jaw. 

The  spongy  osteomata  range  in  density  from 
an  open  cancellous  fretwork  to  a  closely  set  trabecular 
structure  bordering  on  the  compact  variety.  They 
grow  chiefly  from  the  ends  of  the  long  bones  in  the 
vicinity  of  the  epiphysial  cartilages.  In  all  probability 
they  start  fi'om  the  latter,  or,  at  least,  from  the 
superjacent  periosteum.  For  this  reason  their  origm 
is  limited  to  the  term  of  existence  of  epiphysial 
growth  of  bone,  and  hence  they  are  not  found  after 
the  age  of  twenty-five  or  thirty.  The  spongy  osteomata 
are  occasionally  met  with  at  the  rough  muscular  attacli- 
ments  on  the  diaphyses ;  e.g.,  in  the  femur  near  the 
opening  in  the  adductor  magnus,  and  in  the  humerus 
at  the  supracondylar  ridges.  (In  some  animals  normal 
bony  projections  exist  in  these  situations  for  the  support 
and  protection  of  the  large  vessels  and  nerves.) 

The  epiphysial  osteomata  are  in  intimate  connec- 
tion with  the  cancellous  tissue  of  the  ends  of  tlie 
bones.    They  consist  of  rounded  or  lobulated  masses. 
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They  have  a  surface  layer  of  hyaline  cartilage,  from 
which  they  continue  to  grow,  and  this  is  covered  with 
periosteum.  Bursal  cysts  not  uncommonly  develop 
over  them,  and  by  some  pathologists  it  is  asserted 
that  these  from  the  first  are  continuous  with  the 
articular  synovial  membranes,  and  thus  constitute  a 
source  of  danger  attending  operations  upon  the  tu- 
mours in  question.  Oji  account  of  their  cartilaginous 
investment  the  spongy  osteomata  are  sometimes  spoken 
of  as  ossifying  enchondromata ;  but  this  is  not  quite 
correct,  for  when  they  cease  to  grow,  the  surface 
cartilage  may  completely  ossify;  a  circumstance,  as 
far  as  my  observations  go,  that  never  obtains  in  un- 
doubted enchondromata.  During  their  development 
the  cartilage  capsules  are  dissolved,  and  the  pro- 
liferatmg  cells  contained  within  are  set  free  to  form  a 
layer  of  embryonic  tissue,  and  in  this  the  ossification 
goes  on.  Whilst  the  deeper  portion  of  the  cartilac^o 
IS  encroached  upon  and  used  up,  the  superficial  layer 
IS  constantly  being  added  to. 

Microscopy.—Sections  made  vertical  to  the 
surface  show  from  without  in  :  (1)  A  fibrous  layer 
richly  corpuscular,  next  the  cartilage;  (2)  a  narrow 
band  ot  hyaline  cartilage ;  (3)  a  stratum  of  osteogenic 
gi-anu  ation  cells  ;  (4)  fully  -  formed  bone.  The  last 
has  all  the  characteristics  of  true  bone,  viz..  Haversian 
canals,  lacunse,  and  canaliculi ;  but  the  concentric 
lamination  is  less  perfect  than  in  the  normal  tissue 

Hereditary  multiple  osteomata.  _  These 
form  a  notable  exception  to  the  rule  that  osseous 
tumours  are  rarely  seen  in  children  under  ten  years 
o  age.  Hereditary  or  not,  the  osteomata  as  a  group 
aie  not  uncommonly  multiple;  but  the  varietv  under 
notice  affects  many  bones  of  the  body,  and  that  too  at 
a  very  early  age.    Fig.  63  is  a  copy^'of  a  p  oCaj^l 

marked.    His  father  and  1u-other  aix^  aflected  in  the 
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same  way,  tliough  to  a  less  degree.  The  tumours  first 
appeared  wlien  he  was  very  young.  They  are  extremely 
hard,  and  gi-eatly  interfere  with  the  movements  at 
tlie  joints.  Specimens  taken  from  a  similar  case,  in 
which  nearly  all  the  bones  in  the  body  were  involved, 
presented  a  nodulated  or  craggy  surface.  The  majority 
were  seated  near  to  or  on  "the  epiphyses,  although 
there  were  several  exceptions  to  this.  Some  were 
pedunculated,  others  had  broad  bases  of  attachment ; 
all  were  covered  with  translucent  cartilage.  They 
would  seem  to  be  the  outcome  of  an  excessive  and  ill- 
directed  osseous  development,  comparing  in  this  way 
with  congenital  growths  ;  e.g.,  najvi. 

The  osteomata  are  benign;  they  do  not  recur 
after  complete  removal ;  and  although  sometimes 
multiple,  they  do  not  generalise.  After  a  time  they 
cease  to  grow.  In  themselves  they  are  painless, 
ibey  cause  annoyance  by  their  unsightliness,  by  the 
occasional  occurrence  of  inflammation  and  ulceration 
of  the  skm  over  them,  and  by  their  impeding  move- 
ment. They  should  not  be  removed  except  under 
urgent  necessity,  and  this  applies  particularly  to  the 
spongy  osteomata  about  the  joints. 

The  odontomata  are  made  to  include  inflamma- 
tory exostoses  growing  from  the  crusta  petrosa  of  the 
tangs;  but  tbe  term  should  be  confined  to  tumours  of 

SsIe^^mT'  f  ""^     ^^^^^  dental 

tissues.   Of  these  there  are  three  varieties:  (1)  Enamel 
plates  situated  usually  about  the  neck  of  the  too^h 
They  are  small,  and  look  like  pearly  drops  of  congealed 
wax.    They  give  rise  to  no  symptoms.    (2)  Dentine 
tubercles  projecting  into  the  'pulp  cavity     They  a^e 
only  recognised  after  extraction  for  neuralo-h 
"Warty  teeth"  or  "dentinal  odontomeT"  f^^^^ 
These  are  the  most  important  of  dental  tumours 
They  grow  from  the  neck  or  fang  and  form  !i' 
..asses  embedded  in  the  jaw,  t^^^^'t 
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their  pressure ;  or  they  project  from  the  teeth  sockets. 
BiUroth  figures  one  more  than  an  inch  in  diameter. 
Their  structure  is  made  up  of  one  or  more  of 
the  tooth  elements.  Usually  there  is  an  admix- 
ture of  bone  with  irregularly  disposed  dentine  or 
enamel. 

Osteoid  tumour. — Yirchow  has  described  a 
new  formation,  the  fundamental  structure  of  which  is 
identical  with  the  "  osteoid  tissue  "  found  beneath  the 
periosteum  in  rickets.  (Fic^e  Rickets.)  These  growths 
are  smooth  or  lobulated.  They  may  attain  considerable 
size.  Clinically  they  are  more  nearly  related  to  the 
sarcomata  than  to  the  osteomata,  for  they  generalise  in 
the  internal  organs.  They  consist  of  spongy  bone 
tissue,  with  an  micertain  amount  of  embryonic,  fibrous, 
or  cartilaginous  material  ;  hence  they  may,  by  the 
unaided  eye,  be  mistaken  for  tumours  composed  of  one 
or  other  of  these  last-named  tissues. 

Microscopy.  —  Trabeculae   of  various   sizes  ^  and 
shapes  alternate  with  layers  of   connective  tissua 
They  consist  of  a  homogeneous  or  faintly  fibrillated 
matrix  in  which  angular  corpuscles  are  embedded. 
These  corpuscles  have  only  short  processes,  and  do  not 
form  a  lacunar  inosculating  system  as  in  true  bone, 
although  the  spaces  in  which  they  lie  are  said  to  joui 
minute  channels  in  the  intertrabecular  tissue.  _  The 
matrix  is  often  calcified  in  patches,  or  it  may  be  in  its 
entirety     The  fibrous  tissue  between  the  trabeculse 
carries  the  blood-vessels  for  the  support  and  growth  of 
the  tumour.    In  it  islets  of  cartilage  are  distributed, 
and   when   in   large   amount   the   name  "osteoid 
chondroma"  is  given  to  it.    Accordmg  to  Virchow 
the  osteoid  tissue  is  not  confined  to  new  growths  and 
rickets,  but  is  met  with  in  a  minor  degree  beneath  the 
periosteum  during  the  normal  development  of  bone. 
If  this  be  so,  it  goes  to  show  that  the  tumours  under 
consideration  are  built  upon  the  type  of  embryonic 
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tissue  of  a  specialised  form,  and  to  confirm  the  view  of 
their  histological  relationship  with  the  sarcomata. 


CHAPTER  LXXXYL 

THE  MYXOMATA. 

"When  treating  of  mucoid  degeneration  it  was 
pointed  out  that  certain  tumours,  especially  the 
sarcomata,  were  liable  to  undergo  this  change;  and 
that  it  lay  at  the  foundation  of  true  cystic  development. 
( Vide  Fig.  5.)  But  the  term  myxoma  indicates  those 
growths  in  which  the  embryonic  tissue  necessarily 
passes  to  the  next  phase  of  organisation,  or  that 
between  indifferent  cell-growth  and  fully  formed  con- 
nective tissue. 

_  Their  physiological  type  occurs  widely  distributed 
m  the  foetus,  and  in  the  permanent  mucous  tissue  of 
the  vitreous  humour  and  umbilical  cord.  The  pure 
myxomata  are  generally  benign,  having  but  little 
tendency  to  recur  after  complete  removal,  or  to 
generalise  m  distant  parts. 

This  does  not  hold  good  concerning  some  mixed 
tumours,  of  which  mucous  tissue  is  a  constituent  e  a 
myxo-sarcoma.  The  gravity  of  these  cases  defends 
upon  the  more  malignant  element  and  the  proportion 
t  bears  to  the  whole  tumour.  And  there  is  this  to  be 
said  that  a  myxoma,  representing  as  it  does  develop- 
to  rever  to  n'  "  ""'^'^  «™pi^ 

TheT^o.  r         ^^r'  become  malignant. 

The  as.sociation  may  be  manifested  quite  early  or  it 
n,ay  only  show  itself  after  a  long  interval.  ^' 

io  the  naked  eye  the  myxomata  appear  as  semi 
translucent   gelatinous   masses,   of  pSy  unifonL' 
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consistence   and   colour,  unless  perchance   they  be 
varied  by  patches  of  haemorrhage,  and  softening  from 
fatty  degeneration  and   liquefaction  of   the  inter- 
cellular substance.  A  glairy  glutinous  fluid  is  obtained 
by  scraping  ;  this  consists  of  mucin  mixed  with  cells 
of   the  growth,  and  blood  corpuscles.    It  is  very 
different  from  the  lactescent  juice  of  cancers.  The 
o-reater  number  grow  from  the  mucous  membranes  in 
the  form  of  polijfi,  or  from  connective  tissue.  They 
are  also  found  in  the  voluntary  muscles.  According 
to  Virchow,  hydatid  moles  of  the  placenta  are  of  the 
same  nature.   These  monilif  orm  gi'owths  start  from  the 
chorionic  villi,  which  consist  normally  of  mucous  tissue. 
Many  of  the  so-called  neuromata  are  really  myxomata, 
springing  from  the  connective  tissue  of  the  nerves,  the 
fibres^of  which  are  usually  spread  over  the  surface  of 
the  tumour,  though  occasionally  they  pass  through  the 
centre.  There  may  be  one  or  more ;  when  multiple  they 
are  distributed  over  the  branches  of  a  nerve  or  nerve 
plexus.    They  are  exceedingly  painful. 

Similar  growths  implicate  the  nerve  centres.  W  e 
have  met  with  them  both  in  the  brain  and  spinal 
cord,  arising  apparently  from  the  membranes. 

The  myxomata  are  cliiefly  found  m  early  iite, 
especially  the  polypoid  variety.  Bniroth  gave  the 
name  Cylindromata  to  "tumours  with  papillary  forma- 
tion, which  developed  from  vitreous  (mucous)  tissue. 

Nasal  uiucous  polj'-pi  are  nearly  always  mul- 
tiple They  are  attached  almost  exclusively  to  the 
outer  walls  of  the  nasal  foss^.  In  aspect  they  are 
crrey  and  glistening.  A  thin  watery  mucus  exude-s 
froDi  theh^urface.  They  differ  from  the  succulent 
fleshy  "  nasopharyngeal  polypi  "  as  follows  :  (1)  They 
<rrow  from  the  mucous  membrane  and  not  from  the 
r,erio.steum ;  (2)  their  pedicles  are  very  narrow, 
often  filamentous  ;  (3)  when  completely  removed  they 
do  not  recur;  (4)  they  do  not  absorb  and  destroy 
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neighbouring  structures.    Though  one  operation  may 
not  sulEce  for  a  cure,  it  does  not  point  to  a  "recur- 
rence "  in  the  ordina^ry  acceptation  of  the  term,  but  to 
the  existence  of  other  polypi  too  small  to  be  grasped' 
by  the  forceps. 

Microscopy. — All  possess  a  homogeneous  gelati- 
nous intercellular  substance.    The  cells  embedded  in 


Fig.  64.— Mucous  Polypus  of  the  Bladder. 

a,  Squaiuoua  epithelium;  6,  Ijlood-vessol ;  c,  stellaie  corpuscle;  a.  nucleus  of 
corpuscle,   x  300.   t&e  Fig.  56.) 

this  are  round  and  oval  in  some  specimens  ;  stellate, 
branched,  anastomotic  in  others,  the  outrunners 
forming  a  delicate  plexus  of  fibres  throughout  the 
growth.  But  in  by  far  the  greater  majority  the  cells 
are  polymorphous,  round,  oval,  stellate  in  varyin<^ 
proportions.  This  is  well  seen  in  Fig.  64,  taken  from 
a  rare  specimen  of  mucous  polypus  of  the  bladder  (Fig 
56).  Unless  the  section  be  stained  the  cells  are  barely 


454 


Surgical  Pathology.  [Chap.  lxxxvii. 


visible,  since  tlieir  refractive  index  is  nearly  that  of 
the  ground  substance.  The  myxomata  growing  in 
connective  tissue  have,  as  a  rule,  a  thin  capsule. 
Mucous  polypi  are  covered  with  epithelium,  like  that 
of  the  region  in  which  they  are  found.  Thus,  in 
the  bladder  the  superficial  cells  at  least  ai-e  flattened. 
In  the  nose  they  are  columnar  and  ciliated. 

The  blood-vessels  are  easily  observed.  They  have 
distinct  walls,  but,  the  lateral  support  being  unstable, 
they  easily  rupture,  hence  the  frequency  of  capillary 
haemorrhages  into  the  growth. 

Elastic  fibres  and  fat  cells  are  sometimes  present, 
so  are  cysts.  Occasionally  in  mucous  polypi  glandular 
prolongations  can  be  traced  from  the  surface  inwards. 
In  them,  too,  subject  as  they  are  to  physical  injury, 
nutritive  modifications  are  far  from  rare — hasmorrhages, 
inflammation,  and  gangrene  from  bruising  or  twisting 
of  their  pedicles. 


CHAPTER  LXXXVn 

THE  KEUROMATA, 

Most  of  the  tumours  designated  neuromata  are 
either  fibromata  or  myxomata  growing  from  the  con- 
nective tissue  of  the  nerves.  True  neuromata  are 
always  homologous,  and  never  generalise,  although 
they  may  be  multiple.  They  contain  nerve-fibres^  of 
new  formation.  There  are  two  varieties,  according 
as  they  contain  medullated  or  non-meduUated  fibres, 
the  myeline  and  amyeline  neuromata  of  Virchow. 
Nerve  cells  are  only  met  with  in  the  tumours  springing 
from  the  cerebral  or  spinal  centres,  and  in  some 
dermoid  cysts  of  the  ovary. 
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ITIeduIlatcd  or  fascicular  neiu'omata  are 

much  more  common  than  the  non-medullated,  but  both 
ai-e  rare.  The  best  example  is  seen  in  the  clubbed 
extremities  of  the  nerves  in  amputation  stumps.  In 
the  regeneration  of  divided  or  wounded  nerves,  new 
fibres  are  developed  either  from  the  elongation  of  the 
proximal  ends  of  the  severed  fibres  or  from  the  con- 
version of  the  fusiform  cells  of  the  granulation  tissue. 
The  latter  is  more  probable,  as  it  explains  the  mode 
of  formation  of  cicatricial  neuromata.  Even  here  the 
greater  part  of  the  enlargement  consists  of  dense 
fibrous-tissue.  On  strict  pathological  grounds  these 
bulbous  ends  of  nerves  should  be  relegated  to  the 
inflammatory  new  formations.  A  similar  develop- 
ment of  nerve-fibres  is  now  and  then  met  with  in  the 
continuity  of  nerve  trunks,  where  it  gives  rise  to 
fusiform  swellings.  MeduUated  nerve -fibres  are 
occasionally  met  with  in  dermoid  cysts. 

Non-medullated  or  amyeline  neiuomata 
are  described  by  Virchow  as  occurring  in  connection 
with  the  brain  and  spinal  cord.  They  contain  Re- 
mak's  fibres,  neuroglia,  and  nerve  cells.  The  isolated 
patches  of  nerve  tissue  found  in  some  con<^enital 
encephaloceles  are  probably  the  remains  of  herniated 
bram  substance,  and  not  new  formations.  The 
bulgmgs  of  the  spinal  cord  on  division  of  the  mem- 
branes must  not  be  mistaken  for  neuromata. 

Non-medullated  nerve-fibres  are  developed  in  some 
dermoid  cysts. 

The  so-called  neuromata  of  the  optic  nerve  are 
either  mucous  or  gliomatous  tumours. 

The  Myomata, 

Tumours  composed  of  muscular  tissue  alone  are 
very  rare,  but  complex  growths  of  which  it  is  a  con- 
stituent  are  more  common. 

There  are  two  varieties,  striped  and  uastriped. 
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(1)  Myomata  with  smooth  fibres. — These  are  always 
found  in  coiniection  with  the  muscles  of  organic  life. 
The  best  examples  are  those  growing  from  the  uterus 
and  alimentary  canal.  In  these  situations  they  are 
either  embedded  in  the  muscular  walls,  or  project 
beneath  the  mucous  or  serous  membrane  in  the  form 
of  polypi.  The  submucous  and  subperitoneal  myo- 
mata are  probably  intramural  in  their  origin,  and  are 

forced  to  the  surface 
by  the  contraction  of 
the  muscles  in  which 
they  are  dcA^eloped. 

Uterine  myomata 
are  often  very  large, 
filliug  and  distending 
the  cavity  of  the 
uterus,  or  occupying 
the  pehds  and  abdo- 
men external  to  that 
organ.  Fibrous  tissue 
enters  largely  into 
their  composition,  and 
eventually  may  so  ex- 
ceed the  muscular  elements  as  apparently  to  obliterate 
them.  On  this  account  some  pathologists  class  these 
tumours  with  the  fibromata,  or  notify  their  doubtful 
nature  by  the  term  "  fibroid."  They  are  more  cor- 
rectly described  as  fibro-myouiata  or  myo-fibromata 
(Fig.  65).  The  muscular  fibre-cells  can  be  dissociated 
from  the  connective  tissue  by  dissolving  the  latter  in  a 
20  per  cent,  solution  of  nitric  acid. 

These  myomata  are  smooth  or  lobulated.  On 
section  they  are  seen  to  consist  of  interlacing  bundles 
of  fibres,  which  often  form  concentric  nodules ;  con- 
nective tissue  carrying  blood-vessels  fills  up  the  m- 
tervals  between  tlie  muscular  fasciculi.  They  are  gene- 
rally circumscribed,  and  even  when  dill'use  they  are 


Fig.  65. — Myo-Fibroma  of  Uterus 

a,  TvanBverse  section  of  Inintlle  ol  muscular 
fibres  embedded  in  connective  tissue, 
The  tumouf  was  as  hard  as  cartilage. 
X  265. 
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surrounded  by  a  capsule.  They  are  for  the  most  part 
very  firm,  and  creak  on  being  cut  with  a  knife  ;  but 
a  few  are  more  succulent  and  contain  large  dilated 
vessels. 

In  the  oesophagus,  stomach,  and  intestine  unstriped 
myomata  are  occasionally  seen  as  small  interstitial 
nodules  or  submucous  polypi.  Like  the  uterine 
growths,  they  may  be  single  or  multiple. 

Muscular  fibre  is  largely  developed  in  the  prostate 
glands  of  old  men,  as  part  of  a  diffuse  hypertrophy,  or 
as  a  circumscribed  tumour.     ( Vide  Adenoid  growths.) 

Nutritive  modifications. — (1)  Calcification  is  very 
common,  especially  in  "  uterine  fibroids."  The  author 
once  saw  a  completely  petrified  uterine  myo-fibroma. 
It  was  as  large  as  a  cricket  ball,  and  was  attached  to 
the  uterus  by  a  fibrous  pedicle  a  foot  long.  (By 
the  twisting  of  such  pedicle  the  vessels  supplying  the 
tumour  may  be  strangulated.)  (2)  Fatty  degeneration 
usually  accompanies  calcification.  (3)  Mucoid  soften- 
ing occurs  sometimes,  and  gives  rise  to  regular  cysts 
or  large  anfractuous  cavities. 

Clinically  these  tumours  are  benign,  but  they  may 
be  serious  on  account  of  the  haemorrhage  they  occasion 
and  the  mechanical  interference  with  the  functions  of 
organs.  In  one  case  a  uterine  fibroid  caused  fatal 
obstruction  of  the  bowels  by  clamping  the  rectum 
against  the  brim  of  the  true  pelvis. 

Myomata  wltli  striped  tibres— These  are  in 
finitely  rarer  than  the  preceding  They  are  seldom 
It  ever,  found  as  simple  tumours.  Striped  muscular 
fibres  enter  mto  the  composition  of  some  complex 
cystic  formations  in  the  ovary,  and  of  some  congenital 
tumours  of  other  parts.  The  author  was  shown  a 
sarcoma  of  the  kidney  by  Mr.  W.  Pye,  in  which  they 
were  beautifully  developed.  ^ 
The  unstriped  myomata  are  homologous  in  their 
origin,  the  striped  variety  usually  heterologous. 
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CHAPTER  LXXXVIII. 

THE  ANGIOMATA. 

Type  :  blood-vessels. — They  must  be  distinguished 
from  aneurisms  and  varices,  which  are  only  dilatations 
of  pre-existing  vessels.  It  is  doubtful  whether 
aneurism  by  anastomosis  should  be  included  in  this 
group;  probably  not,  for  there  is  want  of  proof  that 
they  consist  of  other  than  general  and  varicose 
dilatation. 

There  are  two  species  of  angioma  :  (1)  simple,  (2) 
cavernous. 

(1)  Simple  aiig^omata;  tcBangiectases ; 
congenital  na^vi. — These  afl'ect  the  skin  and 
subcutaneous  tissue.  They  appear  at  or  soon  after 
birth,  and  increase  by  new  formation  of  vessels.  In 
colour  they  vary,  being  scarlet,  purple,  or  blue,  accord- 
ing to  the  proportion  severally  of  arteries,  capillaries, 
and  veins  that  enter  into  their  composition  ;  and  to 
the  rate  of  the  blood  current  through  them.  They  are 
most  common  about  the  face  and  neck.  They  form 
soft  spongy  swellings,  imbedded  in  the  skin,  or  raised 
from  the  sui'face  as  broad  sessile  elevations.  They 
are  composed  of  a  number  of  flexuous  intertwining 
vessels,  held  together  by  a  scanty  amount  of  areolar 
tissue.  The  vessels  for  the  most  part  consist  of  capil- 
laries, marked  here  and  there  with  lateral  loops  and 
ampullary  dilatations.  Their  walls,  which  are  very 
delicate,  are  constructed  of  elongated  cells.  Muscular 
fibres  are  developed  in  some  of  the  okler  and  larger 
vessels;  in  fact,  there  may  be  well-formed  arteries 
and  veins.  Occasionally  they  become  obsolescent, 
beinc^  converted  into  patches  of  cicatricial  tissue. 
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(2)  CavernoMs  ang^iomata;  V(enous  nsevi 
erectile  tumours  (Dupuytren).— Tliej:  are  situated 
chiefly  in  and  beneath  the  skin,  but  they  are  also  found 
in  the  orbit  and  in  the  internal  organs,  e.g.,  the  liver 
(Virchow).  On  the  cutaneous  surface  they  appear 
bluish.  Tliey  can  be  greatly  reduced  in  size  by 
pressure.  They  sometimes  pulsate.  In  children  fat 
often  enters  largely  into  their  composition  (nevoid 
lipomata). 

The  vessels  form  a  system  of  wide  intersecting 
canals,  alternating  with  trabecular  of  connective  tissue, 
reminding  one 
of  the  alveolar 
arrangement  in 
carcinoma.  They 
are  lined  with 
fusiform  endo- 
thelial cells. 
Their  walls  con- 
sist of  the  fibrous 
tissue  of  the 
stroma,  and 
sometimes  con- 
tain muscular 
fibres   and  fat 

cells,  but  there       ^.        ^  ,  , 

firp  nr.  vQrr„l„  1  *>0'—ouDcutaneoii8  Venous  Naevus. 

are  no  regularly         «,  Fibrous  stroma,      vascuU,,-  canal.   x  200 

arranged  tunics.  The  stroma  is  said  to  possess 
yasa-vasorum  and  even  nerves  (Esmarch),  but 
the  latter  are  probably  the  remains  of  the  normal 
Lssue  invaded  by  the  growth.  The  blood  spaces 
show  a  natural  injection  (vide  Fig.  66)  in  sections 
hardened  by  alcohol.    The  Lvernou^  systLn  is  formed 

l^i  w.n  "Vh  -^^orj^^^on  of 

ire  1  '  development  is  active  the  vessels 

are  small  as  compared  with  the  width  of  the  inter- 
vening connective  tissue  trabecular,  but  subsequently 
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this  disparity  is  reversed.  Rindfleisch  explains  it  by 
assuming  that  of  two  sets  of  intersecting  columns  (in 
this  case  represented  by  blood  and  connective  tissue 
respectively),  if  one  shrinks  the  other  becomes 
enlarged.  But  any  contraction  of  the  stroma  must 
be  interstitial,  and  pretty  equal  in  all  directions,  and 
therefore  cause  a  diminution  in  the  calibre  of  the 
vessels;  besides  in  cirrhosis  of  the  liver,  and  in  the 
cicatrisation  of  wounds,  many  of  the  capillaries  are 
strangulated  and  finally  obliterated.  It  seems 
more  probable,  then,  that  the  enlargement  of  the 
vessels  in  angioma  takes  place  at  the  expense  of 
the  stroma,  and  that  the  atrophy  of  the  latter  is 
due  to  the  pressure  of  the  blood  in  the  cavernous 
spaces. 

New  vessels  are  formed  by  csecal  protrusions  from 
those  already  in  existence.  It  is  possible  that  some 
are  developed  from  formative  cells,  as  in  the  organisa- 
tion of  blood  clots  and  inflammatory  exudations,  and 
that  later  on  they  join  one  another  and  the  vessels  of 
the  initial  growth. 

When  the  vessels  increase  rapidly  in  size  and 
number  they  are  surrounded  by  a  richly  corpuscular 
tissue,  and  the  growth  may  then  simulate  a  sarcoma. 
On  the  other  hand,  vascular  pulsatile  sarcomatous 
tumours  of  bone  have  been  erroneously  considered  as 
"  aneurisms  "  or  angiomata. 

Secondary  clianges. — (1)  Calcification  occurs 
now  and  then  in  the  walls  of  cavernous  ntevi  ;  (2) 
cysts  may  form  by  the  expansion  of  the  walls  of  one 
or  more  of  the  vessels  after  the  latter  have  been 
strangulated,  and  occluded  by  coagula.  The  contents 
of  such  cysts  consist  of  liquefied  clot  and  serous 
exudation  (E.  Wagner).  j    ,  •  1 

(3)  The  tumour  may  cease  to  grow,  and  shrnik 
to  a  fleshy  fibrous  mass,  "  degenerated  nsevus ;  "  this 
is  chiefly  seen  in  the  scalp. 
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It  may  be  noted  that  "  vascular  tumour  of  tlie 
meatus  urinarius  "  is  ntevoid  in  its  nature. 

Mr.  Barker  has  described  a  case  of  cavernous  nsevus 
of  tlie  rectum.  {Vide  Trans.  Med.-Chir.  Soc,  vol.  Ixvi., 
p.  229,  1883.) 


CHAPTER  LXXXIX. 

THE  SARCOMATA, 

The  sarcomata  are  tumours  that  have  their 
type  in  embryonic  connective  tissue.  The  simplest 
form  is  that  consisting  of  an  aggregation  of  round 
cells  held  together  by  a  scanty  homogeneous  sub- 
stance and  traversed  by  capillary  blood-vessels.  It  is 
impossible,  from  a  microscopical  examination  alone,  to 
tell  it  from  inflammatory  granulation  tissue  ;  in  fact, 
it  is  sometimes  called  "granulation  sarcoma."  More 
frequently,  however,  the  growth  is  not  so  primitive  in 
structure;  the  cells  enlarge  and  elongate,  becoming 
spindle-shaped  ;  or  fibrous  tissue  is  found  more  or  less 
abundantly;  or  nodules  of  cartilage  spring  up  here  and 
there,  and  so  on,  until  the  most  diversified  group  of 
tumours  is  completed. 

Whatever  modification  they  undergo,  with  a  few 
rare  exceptions,  they  do  not  assume  that  regular 
alveolar  arrangement  so  characteristic  of  cancers. 
Having  their  type  in  embryonic  tissue,  they  tend  to 
follow  It  in  the  same  lines  of  development,  but  they 
ditler  from  it  in  that  they  never  reach  finality  of 
growth,  for  there  is  no  end  to  their  formative  activity 

The  cells  of  which  they  are  chiefly  composed  vary 
much  in  size  and  shape.    Most  commonly  they  are 
round  or  fusiform ;  but  in  the  central  sarcomas  of 
bone  large  numbers  are  naked  masses  of  protoplasm 
with,  It  )nay  be,  as  many  as  twenty  nuclei. 

They  may  become  so  attenuated  that  when  closely 
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packed  tliey  appear  at  first  sight  like  bundles  of 
fibrous  tissue. 

Variously  shaped  cells  are  often  found  in  the  same 
section. 

The  nutritive  modijicatioois  are  more  numerous 
than  in  any  other  class  of  tumours;  e.g.,  melanosis 
is  much  more  common  than  in  cancers.  Mucoid  de- 
generation accounts  for  the  frequency  of  essential 
cysts  ;  essential,  inasmuch  as  many  arise,  not  from 
accidental  rupture  of  vessels,  nor  from  liquefaction 
by  fatty  degeneration  from  deficiency  of  nutriment, 
but  from  certain  cells  set  apart  for  this  inherent  trans- 
formation. 

The  intercellular  substance  varies  much  in 
amount  and  form.  In  some  cases  {e.g.,  the  round 
and  lai'ge  spindle-celled  varieties)  the  cells  appear  in 
actual  contact ;  in  others,  composed  mainly  of  small 
spindle  cells,  the  matrix  is  often  very  abundant,  and  is 
homogeneous  or  fibrillated.  In  lympho-sarcoma  there 
is  a  delicate  reticulum  of  fibres  between  the  cells, 
resembling  the  stroma  of  a  lymphatic  gland  ;  and  in 
glioma  of  the  nerve  centres  and  retina  a  similar 
arrangement  is  found. 

It  is  subject  to  calcification  and  other  changes. 

Blood-vessels  traverse  the  tumour  in  all  direc- 
tions. Their  walls  are  very  thin,  and  are  constructed 
by  the  cells  of  the  growth,  elongated  perhaps,  and 
arranged  end  to  end,  but  never  forming  distinct  coats. 
They  readily  dilate  and  rupture  ;  hence  aneurismal 
pouches,  haemorrhages,  and  disseminations. 

From  the  frequent  admixture  of  other  than  em- 
bryonic elements,  sarcomas  form  composite  tumoui-s  ; 
the  terms  myxo-sarcoma,  fibro-sarcoma,  and  chondro- 
sarcoma explain  themselves. 

Although  any  variety  may  be  found  in  any  tissue, 
there  is  still  a  well-marked  tendency  in  many  instances 
to  afiect  certain  structures ;  thus,  the  pigmented  form 
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is  mostly  found  in  the  choroid  and  skin ;  the  cystic 
in  the  bones,  testicle,  and  breast;  the  myeloid  in 
cancellous  bone ;  the  round,  mixed,  and  spindle- 
celled  growing  from  bones  and  fascise. 

Sarcomas  destroy  the  tissues  in  which  they  grow  in 
three  ways  :  (1)  By  direct  pressure,  causing  atropliy 
in  the  same  way  as  an  aneurism  ;  (2)  by  infiltration  ; 
(3)  by  compression  or  invasion  of  large  vessels. 

When  the  growth  in  a  bone  is  central,  we  often 
find  expansion  with  the  wasting,  which  accounts  for  the 
"  egg-shell  "  crackling  over  such  tumours,  especially  in 
the  jaws ;  and  for  some  of  the  so-called  spontaneous 
fractures  of  the  long  bones. 

When  pulsatile,  and  situated  in  the  regions  of 
large  arteries,  e.g.,  the  popliteal  space  or  the  pelvis, 
It  may  be  difficult  to  diagnose  them  from  aneurisms' 
for  they  give  a  distinct  bruit  and  thrill ;  the  latter 
signs,  however,  are  more  uniformly  diffused  in  sar- 
coma, and  the  murmur  is  not  conducted  along  the 
mam  artery ;  again,  they  cannot  be  so  easily  emptied  by 
pressure.  They  do  not  refill  so  suddenly  as  aneurisms. 
_  The  pulsation  is  increased  by  the  formation  of  aneu- 
rismaJ  dilations  of  the  vessels,  and  hence  such  .sarcomas 
of  bone  are  often  described  as  "  aneurisvis  of  bone  " 

barcomas  springing  from  the  surface  of  bones 
present  a  radiating  appearance  (Fig.  29)  from  the 
centrifugal  direction  of  the  blood  pressure,'  and  when 
ossification  occurs  the  new  bone  often  follows  the 
same  Imes  m  the  form  of  delicate  feathery  spravs 

Varieties  of  sarcoma.  _  These  are  "based 
firstly,  upon  tlie  shape  of  the  cells  that  predominate 
m  the  tumour  (round-celled,  spindle-celled,  myeloid)  • 
secondly,  upon  some  modi/ieaiiou  of  structu/e,  eithe; 
n  the  arrangement  of  the  cells  and  disposition  of  the 
nitercellular  substance  (lympho-sarcoma,  alveolar  sar 

tissue  (chondro-sarcoma,  osteo-sarcoma)  ;  thirdly,  upon 
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some  nutritive  change  (melanotic  sarcoma,  cystic  sar- 
coma). 

As  to  relative  malignancy,  roimd  -  celled  sar- 
coma takes  the  lead ;  for  the  whole  of  the  vital 
energy  of  the  tumour  is  expended  in  growth,  to  the 
exclusion  of  a  higher  development.  Next  comes  the 
large  spindle-celled  variety,  the  cells  of  which  are 
closely  packed,  there  being  but  little  ground  sub- 
stance. Then,  in  order,  are  the  mixed  round  and 
spindle-celled,  the  small  spindle-celled,  and  the  myeloid 
or  giant-celled.  The  melanotic  and  alveolar  are,  as  a 
rule,  very  malignant. 

Chondrifying  and  ossifying  sarcomas  are  malignant 
in  proportion  to  the  amount  of  embryonic  tissue  they 
contain. 

(1)  Kound-celled  siircoma,  embryo-plastic 
tiunoiu-  (Lebert),  encepUaloid  sarcoma  (CornU 
and  Ranvier). — Of  this  there  are  two  varieties,  small 
and  large-celled.  They  are  of  very  rapid  growth, 
often  ending  fatally  in  a  few  months,  especially  in 
children,  the  formative  activity  of  whose  tissues  is 

very  great.  . 

They  are  of  soft,  brain-like  consistence,  ot  a 
pinkish-grey  or  yellowish-white  coloiu-.  The  walls 
of  the  vessels  being  very  thin  and  badly  supported, 
rupture  spontaneously,  or  on  the  slightest  pressure, 
rrivincr  riso  to  patches  of  extravasation,  or  even  large 
blood"  cysts.  Having  gained  the  surface,  they  form 
the  so-called  "  fungus  ha^matodes,"  from  their  rapidity 
of  growth  and  tendency  to  bleed  (the  same  name  is 
applied  to  fungating  encephaloid  cancer).  The  multi- 
plication of  the  cells  outstripping  the  formation  ot 
Vessels  for  their  support,  and  the  acute  interruption  of 
nutrition  from  rupture  of  capUlaries,  lead  to  tatt.N 
decreneration  and  death  of  the  cells,  the  softened 
debris  mixed  with  blood  forming  a  grumous  pulta- 
ceous  mass.    Theii-  elasticity  may  easily  be  mistaken 
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for  the  fluctuation  of  an  abscess,  but  on  passing  a 
trocliar  little  but  blood  escapes.  They  infiltrate  the 
surrounding  tissues,  so  that  removal  is  difBcult  and 
recurrence  rapid  and  certain.  They  generalise  in  the 
internal  organs,  in  the  lymphatic  glands,  and  even  in 
bone  ;  but  death  may  supervene  so  shortly  that  there 
may  not  be  time  for  secondary  growths  to  appear. 
They  aflect  almost  all  the  tissues,  but  the  skin,  bones, 
and  fascife  are  their  seats  of  election.  Microscopically, 
they  consist  for  the  most  part  of  simple  embryonic 
cells,^  embedded  in  a  scanty  homogeneous  or  granular 
matrix.  Sometimes  the  cells  are  more  voluminous, 
-with  large  bright  nuclei. 

(2)  SpiiKllc-ceJled  sarcoma  Of  this  there 

are  two  varieties,  the  large  and  the  small-celled,  'llie 


Fig.  67.-Large  Sprndle-celled  Sarcoma  from  the  Fascia  Lata  of 
the  Thigh. 

Spinaie  cells  with  fusiform  .nicl,.i ;  h,  Uundlc  of  spindle  cell« 
sLTtiim.    X  265. 


in  transverse 


ST  ?''f '^'^'f  t^^p«""g  cells 

(tig.  67),  closely  packed  in  a  scanty  homogeneous 
substance.  The  cells  contain  one  or  more  ovai  nuclei 
and  nucleoli.  As  they  show  little  or  no  tendencv  to  fo  n 

than  the  small-celled  variety.  The  small  sphidle- 
celled  sarcomas  mclude  the  "  hbropla.stic  tumour  "  of 

E  E — ^ 
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Lebert  and  the  "  recurrent  fibroid  "  of  Paget.  The 
relative  amount  of  cells  and  intercellular  substance 
varies  greatly ;  in  some  the  cells  constitute  the  main 
j)art  of  the  tumour ;  in  others  they  are  embedded  in 
a  lai-ge  quantity  of  ground  material,  homogeneous, 
granular,  or  fibrillated.  Their  appearance  on  section, 
rate  of  growth,  and  malignancy  will  thus  differ  with- 
in very  wide  limits ;  they  may  run  closely  the  large- 
celled  variety  in  gravity,  or  they  may  approach  the 
simple  fibromata.  It  may  be  here  noted  that  the 
unstriped  myomata  and  the  fibromata  in  the  early 
stages  of  their  growth  contain  fusiform  cells  which 
cannot  be  distinguished  from  those  of  sarcomas ;  we 
must  then  turn  to  other  portions  of  the  same  specimen, 
or  wait  for  the  further  development  of  the  tumoui-,  to 
decide  upon  its  real  nature. 

The  majority  of  small  spindle-celled  sarcomas  are 
firm  in  consistence,  generally  encapsuled,  and  thus 
non-infiltrating.  On  section,  they  appear  of  a  greyish- 
white  colour,  and  are  seen  to  be  traversed  by  inter- 
secting bands  of  what  appears  like  fibrous  tissue. 
However  hard,  they  do  not  retract  and  cup  in  the 
centre  like  scirrhous  cancer ;  for  their  density 
is  more  uniform  throughout.  They  grow  from 
the  bones,  fasciaa,  muscles,  and  comiective  tissue 
generally.  When  they  recur  after  removal,  succes- 
sive growths  are  liable  to  be  softer  and  more  cellular 
than' their  predecessors,  so  that  it  is  not  uncommon 
for  the  intervals  of  immunity  to  get  shorter  and 
shorter.  They  generalise  in  the  internal  organs, 
but  the  lymphatic  glands  are  rarely  affected.  After 
several  years,  death  may  ensue  from  exhaustion 
from  operations  and  ulceration  of  the  tumour,  and 
not  a  secondary  growth  be  found.  Finally,  the  cure 
may  be  complete  after  one  or  more  removals. 

They  may  ossify  or  calcify,  more  frequently  the 
latter.    If  the  lime  salts  be  "dissolved  out,  the  true 
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structure  becomes  manifest  on  section  ;  cells  which 
were  before  hidden  by  the  petrification  are  brought 
into  view. 

(3)  Mixed  roim<l  and  spindle-celled  sai-- 
conias  are  very  common.  Their  characters  depend 
to  a  great  extent  on  the  jDroportion  of  round  to  spindle 
cells. 

(4)  Myeloid,  or  g^iaiit-celled  sarcomas,  with 
very  few  exceptions,  grow  from  bone,  and  that  too  from 
tlie  cancellous  tissue.  Their  favourite  seats  are  the  iaws 
and  the  ends  of  the 
long  bones,  especially 
the  upper  end  of  the 
tibia  and  lower  end 
of  the  femur,  radius, 
and  ulna; 

In  the  jaws  they 
are  either  central,  or 
they  project  from  the 
sockets  of  the  teeth 
as  epulides.  When 
central  tlie  pressure 
of  the  growth  causes 
ati-ophy  of  the  com- 
pact   laminte ;  but 
this  is  partly  com- 
pensated by  tlie  de- 
posit of  new  bone  on 
the  outside  from  the 
irritation  of  the  peri- 
osteum.    This  con- 
tinuous absorption 
and  deposit  accounts 
for  the  hollow,  per-    „.  ^„ 
forated  shells  some-  ''•lSS^o1t.fe& 
fmes     seen     after  "vSL^',' .'/"sd"l'-y  c    i  ,,t  ^j,, 

maceration.  mem.'nane  of 'tl  /•kneo'loinf^V"'''  ''"""^H 
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Their  growtli  is  slow,  even  when  the  skin  or 
mucous  membrane  has  ulcerated  over  them.  Complete 
removal  often  effects  a  cure ;  very  rarely  do  they  give 
rise  to  secondary  deposits.  They  are  often  cystic, 
seldom  extensively  ossified.  To  the  naked  eye  they 
appear  reddish -brown,  or  ochre -coloured,  or  pale 
yellowish  -  white,  with  splashes  of  a  ruddier  tint. 
Tlieir  uniform  firmness  is  broken  by  patches  of  ossifi- 
cation and  fatty  degeneration,  or  by  cysts  developing, 
or  fully  formed.  When  central  their  outline  is  regular, 
and  they  may  appear  encapsuled  (Fig.  68)  ;  when 
springing  from  a  surface  lobulation  is  not  uncommon. 

The  essential  structure  consists  of  large,  round, 
oval,  or  branched  cells,  with  many  nuclei  embedded  in 


^  ®  ® 


rig.  69.— Myeloid  Epulis  from  Lower  .Taw. 
a,  Multinucleated  giant  cells;  h,  ovmI  frll.    x  SC. 


homogeneous  or  granular  protoplasm 


Tliese  giant 

cells,  which  are  from  to  ^^Vo  n"-^''  diameter, 
are  like  those  of  foetal  marrow,  hence  tlic  favourite 
situation  of  these  tumour.s,  and  their  name,  myeloid 
They  may  be  sparsely  scattered  in  a  l>ed  of  round  and 
spindle  cells  (Fig.  69).  They  may  constitute  the 
greater  part  of  the  tumour.    When  found  in  peripheral 


Chap.  LXXXIX.l         ThE  SaRCOMATA. 


469 


sarcoma  of  bone,  M'liicli  is  com2:)aratively  rare,  they  do 
not  confer  any  clinical  significance. 

Subvarieties  of  sarcoma. — 1.  Lympho- sarcoma,  re- 
sembling the  structure  of  a  lymphatic  gland,  is  really  a 
modification  of  the  round  celled  variety.  There  is  a  deli- 
cate reticulum,  in  the  meshes  of  which  the  cells  are  en 
closed;  this  is  found  in  the  malignant  lymph-adenomata, 
and  in  some  sarcomas  of  bone,  especially  in  children. 

2.  Afveohtr  sarcoma  is  chiefly  found  in  bone, 
muscle,  and  skin.  It  frequently  starts  from  moles. 
It  seems  to  form  an  anatomical  link  between  sarcoma 


70.— Alveolar  Sarcoma  of  Ilium. 
a,  Stroma  r.>n,i.„sea  of  branched  cells;  b.  roxma  nucleated  cells  niliiiR 
alveoli.   X  265.  """fa 

and  cancer  ;  but  its  affinities,  structural  and  clinical 
cling  to  the  former.  It  diflTers  from  cancer  (a)  in  that 
the  hbres,  whicli  are  often  only  the  outrunners  of  cells 
ramify  betweeu  the  individual  cells  as  well  as  between 
the  group.s  ;  (b)  m  that  the  cells  are  on  the  connective 
tissue  type,  and  are  less  easily  removed  from  the  stroma 
than  ni  cancer  ;  the  alveolar  retiform  arrangement 
IS  more  uniform  (Fig.  70). 


470  Surgical  Pathology.  (Chap.  lxxxix. 

3.  Glioma,  gliosarcoma,  attacks  the  nerve  centres, 
nerves,  and  retina  ;  in  the  latter  case  it  is  sometimes 
congenital,  and  it  usually  occurs  in  early  childhood.  It 
is  developed  after  the  manner  of  the  neuroglia  or 
connective  tissue  of  the  nerve  centres.  A  typical  sec- 
tion shows  a  delicate  reticulum  between  the  cells,  but 
often  only  a  scanty  homogeneous  matrix  exist.s  (Fig. 
71).  The  cells,  mostly  round,  like  lymph  cells,  are 
occasionally  fusiform.   It  is  subject  to  fatty  and  mucoid 


Fig.  71. — Glioma  of  tlie 
Eetina. 


a,  Cells  of  tlie  growtb,  tbe 
greater  iuunl)cr  of  wbicU  are 
round.  The  rest  areoat-sliaped, 
or  stellate.  Tlie  intercellular 
substance  is  faintly  fibrillated. 
b,  blood-vessels.  Their  walls 
are  composed  of  fusitorin 
gliomatous  cells,   x  265. 


i 


Fig.  72.—  Glioma  of  the  Eetina. 

a,  Sclerotic  ;  6,  dislocated  crystalline 
lens  (it  was  i|uite  transparent) ;  c. 
remains  of  choroid ;  d,  gelatinous 
mass  of  glioma;  e,  patch  of  cheesy- 
lookingraatter  (^fatty  degeneration! : 
/,  cleft  containing  serous  Huld. 
(.Natural  size.1 


degeneration.  "When  it  grows  from  the  retina,  the 
fundus  oculi  presents  a  lustrous  bl•ight-ye]lo^^^sh  ap- 
pearance, quite  characteristic.  It  destroys  all  the 
structures,  perforates  the  tunics,  and  forms  a  bleeding 
fungus. 

If  removed  early  it  may  not  return ;  but  recur- 
rence in  the  optic  ner\  e  is  to  be  feared. 

4.  Melanotic  sarcoma. — Melanosis  is  more  common 
in  sarcoma  than  cancer,  and  of  the  former  the  s])indle- 
celled  variety  is  its  chief  seat.  These  sai'comata  are 
prone  to  occur  wliei'e  pigment  is  normally  present ; 
hence  the  choroid,  iris,  and  the  skin  are  tlie  structures 
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usually  affected  ;  though  they  may  be  found  in  muscle, 
lymphatic  glands,  and  other  tissues. 

The  pigment  is  in  the  form  of  minute  granules. 
It  occupies  chiefly  the  cells ;  probably  that  seen  in  the 
matrix  is  merely  the  remnant  of  disintegrated  cells. 
The  granules  are  black  from  the  first,  and  thus  differ 
from  those  formed  from  extravasated  blood  (Corniland 
RanAder).  The  deposit  commences  around  the  nuclei, 
which  for  some  time  by  their  brightness  contrast 
strongly  with  the  dull,  dark  colour  of  the  pigment. 
The  amount  of  pigmentation  varies  in  different 
tumours,  and  in  different  cells  of  the  same  tumour,  so 
that  to  the  naked  eye  these  growths  appear  gi'ey, 
sepia-coloured,  or  jet  black.  Secondary  growths 
present  the  same  characters.  Inasmuch  as  these 
tumours  are  mostly  round  or  large  spindle-celled,  the 
prognosis  is  grave.  The  tendency  to  secondary  deposit 
in  the  associated  lymphatic  glands  is  very  marked. 

5.  MucoiLs  sarcoma.  —  With  the  exception  of 
growths  essentially  cystic,  sarcomas  are  more  subject 
to  the  formation  of  cysts  than  any  other  group  of 
tumours.  We  have  said  that  cavities  arising  from 
extravasations  of  blood  and  fatty  degeneration  are 
pathological  accidents ;  but  a  sarcoma  may  be  honey- 
combed by  spaces  filled  with  gelatinous  matter  derived 
from  mucoid  degeneration.  The  coalescence  of  these 
cysts  may  so  hollow  out  the  tumour  that  but  little 
solid  matter  is  left  except  the  septa  and  marginal 
portion,  which  show  the  change  in  progress.  Fresh 
growths  encroaching  upon  these  spaces  project  into 
the  interior,  and  give  rise  to  the  so-called  intracystic 
tumours  ;  and  by  the  junction  of  papillary  processes 
ot  the  latter,  secondary  cysts  are  formed  between 
them.  The  contents  of  the  cysts  are  usually  mucoid 
but  sometimes  the  fluid  is  clear  and  limpid,  and 
then  perhaps  has  been  derived  from  serous  exudation 
between  the  lobules  and  the  delicate  capsules  covering 
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tliem  ;  and  it  may  be  coloixred  with  blood  derived  from 
capillary  rupture.  Cystic  sarcoma  in  the  popliteal 
space  may  easily  be  mistaken  for  an  enlarged  bursa. 
{Vide  Lancet,  March  23,  1878,  p.  418.) 

6.  Ossifying  sarcoma.  —  Osteosarcoma  is  found 
chiefly  in  the  jaws  and  at  the  ends  of  the  long  bones. 
The  bone  may  be  deposited  in  isolated  patches,  but 
more  commonly  it  occurs  as  a  radiating  or  nodular 
outgrowth  from  the  base  of  the  tumour,  as  in  sub- 
periosteal epiphysial  sarcomas,  and  some  epulides  (Fig. 
29).  The  cells  of  the  tumour  are  converted  into  bone 
corpuscles  with  long  processes.  Haversian  canals  and 
canaliculi  are  constructed,  but  lamellation  is  rare.  . 

Subungual  exostoses  occasionally  recur,  and  then 
may  be  classed  with  the  above. 

It  may  be  impossible  by  the  unaided  eye  to  tell  an 
ossifying  from  a  calcifying  sarcoma. 

7.  Chondrosarcoma  by  preference  attacks  the  ends 
of  the  long  bones  and  the  testicles.  I  once  amputated 
at  the  hip  joint  for  a  cystic  chondrosarcoma  involving 
the  whole  length  of  the  shaft  of  the  femur  ;  it  stopped 
short  at  the  level  of  the  epiphysial  cartilages. 

These  tumours  are  by  some  placed  with  the 
enchondromas,  but  it  is  better  to  name  them  generi- 
cally  from  the  more  malignant  constituent.  Between 
the  nodules  of  cartilage  are  round  and  spindle  cells. 
They  often  ossify  and  calcify. 

When  the  islets  of  sarcoma  cells  are  embedded  in 
mucous  tissue  the  growth  is  termed  myxosarcoma. 
Surface  sarcomas,  whether  growing  from  the  skin  or 
into  cavities  {e.g.  the  maxillary  antrum),  are  habitually 
liapillated. 

The  cells  of  a  sarcoma  may  be  filled  with  globules 
of  fat,  not  derived  from  degenei'ation,  but  from  simple 
infiltration,  lijwmatous  sarcoma.  Contrasting  the 
central  with  the  subperiosteal  sarcomas  of  bone,  Mr. 
Butlin,  who  has  thoroughly  studied  the  pathology  of 
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these  tumours,  says  the  former  more  often  pulsate, 
do  not  show  a  r'adiated  structure,  rarely  ossify  or 
chondrify,  are  found  in  older  subjects,  and  are  less 
malignant  than  peripheral  sarcomas,  for  they  have  a 
slower  growth,  and  do  not  infiltrate  the  surroundinsr 
structures  and  lymphatic  glands  to  the  same  extent. 

Multiplicity  of  groioth  in  sarcomas  may  be  due  : 
(1)  To  a  common  origin,  especially  when  many  bones 
are  affected  ;  (2)  to  true  dissemination  ;  (3)  to  infil- 
tration of  lymphatic  glands  by  a  continuous  invasion 
from  the  primary  growth. 

The  psaminomata — These  are  small  tumours 
found  in  connection  with  the  membranes  of  the  brain. 
They  are  impregnated  with  calcareous  salts,  hence 
the  name.  In  structure  they  are  composed  of  large 
flat  angular  cells,  arranged  in  concentric  lamina. 
Virchow  describes  them  as  epithelial  conglomerations, 
or  nests,  derived  from  the  cells  lining  the  ependyma 
ventriculorum.  Cornil  and  Ranvier,  who  place  them 
among  the  sarcomas,  have  traced  their  development 
from  vascular  buds  of  the  choroid  plexuses,  and  other 
parts  of  the  pia  mater.  They  explain  the  flattened 
laminated  character  of  the  cells  by  the  pressure  of 
the  blood  m  the  early  stages  of  growth.  If  formed  in 
this  way  they  subsequently  become  isolated  by  oblite- 
ration of  the  vascular  pedicles.  They  are  of  no 
clinical  importance. 


CHAPTER  XC. 

THE  LYMPHADENOMATA. 

annl  ^^^P^^^^^^ ™^     lymphoma  is  commonly 

app  led  to  any  hyperplastic  enlargement  of  a  lym- 
phatic gland,  whether  it  arises  spontaneously,  or  from 
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simple  irritation.  It  is  difficult  to  separate  the 
two  groups;  for,  in  the  first  place,  there  is  no 
reason  why  a  peripheral  irritation  of  the  lymphatics 
should  not  excite  the  associated  glands  to  renewed 
developmental  activity ;  and,  again,  hypertrophy  of 
the  gland  may  continue  long  after  the  primary  cause 
has  disappeared,  so  that  one  is  left  in  doubt  as  to  its 
true  nature.  On  the  other  hand,  the  enlargements 
due  to  injury  lead  to  a  typical  end  :  subsidence, 
caseation,  or  suppuration  (the  two  latter  are  pretty 
constant  in  scrofulous  subjects)  ;  whereas  the  non- 
inflammatory lymphomata  tend  to  persist,  aff"ect  other 
structures  besides  the  glands,  and  very  rarely  suppurate. 

The  lymphomata  may  be  arranged  clinically  under 
four  heads  :  (1)  The  simple  or  benign  lymphomata  ; 
(2)  the  malignant  lymjjhomata,  or  lympho-sarcomata  of 
Virchow ;  (3)  multiple  lymphomata  of  the  viscera 
{e.g.,  the  liver,  spleen,  kidney,  etc.),  Hodgkin's 
disease,  anjemia  lymphatica,  adenie  (Trosseau)  ;  (4) 
the  last-mentioned  group  associated  with  a  marked 
increase  in  the  number  of  white  blood-corpuscles 
(leucaemia,  leucocythsemia). 

(1)  The  benign  lymplioniata  are  more  nume- 
rous than  the  other  varieties  combined.  They  may  or 
may  not  be  traceable  to  injury  or  precedent  disease. 
Rarely  attaining  a  large  size,  they  cease  to  gi-ow  after 
a  time,  and  remain  quiescent,  or  shrink  from  fibroid 
condensation.  They  never  extend  beyond  the  glands 
involved,  and  are  consequently  homologous.  They 
are  the  expression  of  tissue  weakness,  but  are  com- 
patible with  good  general  health.  Their  removal  is 
not  attended  with  any  special  danger.  Usually  only 
one  gland  or  group  of  glands  is  afiected.  The  neck 
is  the  seat  of  election,  next  to  that  the  groin  and 

axilla.  .     ,    ,       1  . 

General  anatoviy.—The  simple  lymphomata  are 
enclosed  within  a  fibrous  capsule,  and  retaua  the 


Chap.  XC] 


The  Lvmphomata. 


475 


general  outline  of  the  lymphatic  glands,  being  round, 
oval,  or  kidney-shaped.  They  are  mostly  firm,  some- 
times very  hard,  and  the  consistence  is  fairly  uniform. 
On  section  they  look  greyish  and  semitranslucent,  or 
dull  white  and  opaque,  according  to  the  amount  of 
fibrous  tissue  present.  For  the  same  reasons  they 
are  more  or  less  homogeneous,  or  streaked  with 
whitish  trabeculse. 

Microscopy. — The  ground  substance  looks  glassy 
or  fibrous,  and  forms  meshes  within  which  small  uni- 
nucleated  lymph-cells  are  enclosed.  In  pencilled 
sections  nuclei  may  be  seen  here  and  there  at  the 
nodal  points  of  the  reticulum. 

(2)  The  maligrnant  lympliomata  (malignant 
scrofula,  lymphadenomata)  usually  involve  several 
glands,  and  sometimes  several  groups,  cervical, 
mediastinal,  abdominal,  etc.  Clinically  they  are 
sarcomas.  At  first  homologous,  they  may  become 
heterologous  by  invasion  of  surrounding  tissues.  They 
are  often  lobulated  from  adhesion  of  contiguous 
growths.  In  preparations,  the  large  vessels  of  the 
part  are  frequently  seen  to  be  embedded  in  the  mass, 
or  stretched  over  it.  The  elasticity  of  these  tumours 
is  so  great  that  it  may  be  mistaken  for  the  fluctuation 
of  an  abscess.  I  have  seen  them  incised  on  that 
supposition.  Progressive  anjemia  complicates  the 
disease,  which  is  fatal  from  asthenia,  or  pressure  upon 
some  vital  organ.  Multiplicity  of  growth  does  not 
imply  dissemination,  as  in  carcinoma;  it  is  the  sign  of 
wide-spread  instability  of  tissue  in  the  lymphatic  gland 
system.  If  left  alone  it  is  quite  the  exception  for 
these  tumours  to  fungate,  but  if  incised  they  pursue 
an  intractable  course.  Attemi)ts  at  removal  are 
often  futile,  and  certainly  dangerous,  for  durin<r 
the_  operation  the  disease  is  rarely  found  to  be  as 
limited  as  appeared  from  a  surface  examination  •  and 
the  dissections  required  may  be  followed  by  cellulitis 
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and  pyEemia ;  besides,  the  patients  are  bad  subjects 
for  tlie  repair  of  extensive  injuries. 

General  anatomy. — The  mass  is  bounded  by  a  thin 
capsule,  or,  more  rarely,  it  is  infiltrating.  In  the 
latter  case  the  original  capsule  of  the  gland  haij 
disappeared  before  the  ravages  of  the  disease,  or  else 
the  growth  has  started  in  some  part  other  than  a 
lymphatic  gland;  e.g.,  the  upper  jaw.  The  cut 
surface  appears  grey  or  yellowish-grey  throughout,  or 
it  is  mottled  and  flecked  with  red  from  capillary 
extravasation.  Patches  of  softening  and  caseation 
may  be  seen.  The  distinction  between  the  medullary 
and  cortical  portions  of  the  gland  disappears. 

Microscopy. — Small  lymph  cells  form  the  greater 
part  of  the  tumour ;  but  there  are  also  large  multi- 
nucleated cells  which  indicate  rapid  growth,  the 
nuclei  having  divided  more  quickly  than  the  proto- 
plasm. The  stroma  is  veiy  delicate  ;  to  see  it  the 
specimen  must  be  shaken  in  water  or  lightly  brushed. 
It  is  largely  made  up  of  branched  cells. 

(3)  I^ympSiomata  of  tUe  viscera  and  other 
structures  are  met  with  in  the  spleen,  liver,  kidneys, 
stomach,  intestines,  tonsils,  and  thymus  gland.  The 
lymphatic  glands  are  usually  involved  at  the  same 
time.  The  liver  and  spleen  attain  a  great  magnitude; 
in  one  case  the  former  weighed  seven,  and  the  latter 
eio-ht  pounds.  The  growth  consists  of  an  aggregation 
of  nodules  from  the  size  of  a  pin's  head  to  a  marble. 
In  the  spleen  it  afi'ects  chiefly  the  Malpighian 
glomeruli ;  in  the  liver,  the  interacinose  tissue  (Fig.  73) ; 
in  the  stomach,  the  solitary  glands ;  in  the  intestine, 
Peyer's  patches  and  the  solitary  glands.  I  have  seen 
a  lymphoma  of  the  thymus  as  large  as  a  cocoanut.  ^ 

The  minute  structure  is  much  the  same  as  described 
in  the  other  forms;  indeed,  it  may  be  said  of  all  lym- 
phomata  that  they  are  reproductions  witli  variations  of 
the  adenoid  tissue  of  His  :  in  some  there  is  scarcely 
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any  departure  from  the  normal,  in  others  the  fibrous 
or  the  cellular  element  predominates,  or  the  growth  is 
modified  by  secondary  nutritive  changes.  This  adenoid 
tissue  has  a  wide  natural  distribution,  for  apart  from 
the  structures  of  which  it  is  the  chief  constituent,  it 
is  met  with  in  the  liver,  walls  of  the  alimentary  canal, 


Tig.  73.— Lymphoma  of  Liver  from  a  case  of  Leuoocythsemia. 

around  the  bronchioles  and  arterioles  of  the  lung,  and 
tlie  vessels  of  the  nerve  centres,  and  lastly  in  bone, 
ihe  extensive  range  of  distribution  of  the  lymphomata 
as  homologous  growths  is  thus  easily  explained 

I.eucocyth8Bmia.— In  this  disease  there  is  a 
great  nicrease  ui  the  number  of  white  blood-corpuscles 
it  IS  associated  with  lymphoma  of  the  spleen  or 
lymphatic  glands,  or  both.  Its  etiology  is  obscure,  for, 
as  before  said,  the  preceding  group  may  exist  without 
It.  Again,  It  cannot  be  said  that  a  morbidly  in- 
creased formative  activity  of  the  lymphatic  glandular 
sj^stem  eads  to  an  increased  functional  activity 
inuring  the  course  of  the  disease  diffuse  haemorrhages 

mflr'"';i  *°       ^'^"^^  ^'^  '^^i^^i.  t«  avoid 

mistaking  the  extravasations  for  abscesses  of  the  sub- 
cutaneous, submucous,  and  intermuscular  tissue 
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The  Lymphangiomata. 

Swellings  consisting  largely  of  distended  lym- 
phatics have  been  observed  in  the  tongue  (one  form 
of  hypertrophy  of  that  organ),  lips,  cheek,  and 
subcutaneous  tissue  of  the  abdomen,  thigh,  and 
genital  organs.  In  sonie  cases  the  dilatation  and  vari- 
cosity of  the  lymphatics  have  been  ta-aced  into  the 
neighbouring  glands  (adeno-lymphocele ;  Nekton). 
In  elephantiasis  of  the  Arabs  the  new-formed  tissue 
contains  numerous  large  lymph  spaces  filled  with  clear 
fluid  ;  and  this  disease  is  known  to  be  preceded  and 
accompanied  at  intervals  by  lymphangitis,  but  whether 
there  is  any  new  formation  of  lymphatics  is  not 
certain.  On  anatomical  grounds  there  is  no  reason 
why  there  should  not  be  a  new  development  in  con- 
nection with  the  lymphatic,  as  well  as  with  the  blood 
vascular  system. 

The  swellings  above  referred  to  are  termed  "caver- 
nous lymphatic  tumours,"  or  lymphatic  nsevi.  They 
form  soft,  doughy,  or  fluctuant  masses,  and  occasionally 
exude  lymph  on  the  surface  (lymphorrhoea). 


CHAPTER  XCI. 

THE  PAPILLOMATA, 

The  epithelium  of  the  skin  and  mucous  membranes, 
instead  of  forming  a  plane  surface,  is  usually  raised 
into  papillary  or  rugose  elevations,  or  involuted  as 
sweat,  sebaceous,  or  mucous  glands.  This  disposition 
constitutes  the  basis  of  the  papillomataand  adenomata 
respectively.  The  new  growth  is  not  composed  entirely 
of  epithelium,  for  there  is  hypertrophy  of  the  proper 
cutaneous  and  mucous  tissues. 
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The  cutaneous  papillomata  comprise  warts 
(hard  and  soft),  corns,  and  horny  excrescences. 

Warts   are    hypertrophic    enlargements   of  tlie 
papillae  of  the  skin.    In  many  cases  they  sprino-  up 
spontaneously,  but  in  others  there  is  some  precedent 
UTitation.    The  former  have  a  peculiar  tendency  to 
appear  on  the  face  and  hands,  especially  in  children  • 
whilst  the  latter  are  prone  to  affect  the  skin  at  its 
junction  with  the  mucous  membrane,  notably  about  the 
genital  parts.    Gonorrhceal  warts  are  caused  by  fric- 
tion and  irritation  from  acrid  discharges.     They  are 
mflammatory,  but  are  classed  with  the  papillomata  on 
account  of  their  structural  identity,  and  because  they 
often  continue  to  grow  long  after  the  primary  cause 
has  been  removed.    They  differ  from  syphilitic  mucous 
tubercles  in  that  they  less  rarely  disappear  sponta- 
neously.    They  are  usually  multiple.    When  large 
tliey  are  known  as  cauliflower  excrescences 

Warts  on  the  general  surface  are  either  soft  or 
Hard  in  each  case  there  is  overgrowth  of  the 
papillary  and  epidermal  layers.     The  difference  in 

ttr^jT'f  «f  epithelium  and 

Its   degree   of  cornihcation.     The  soft    variety  is 
smoother  than  the  hard,  and  is  more  often  pigmented 
and  It   has   a   greater   tendency  to  affect  person 
advanced  m  age.    Cutaneous  warts  consist  simply  o 
a  group  of  enlarged  papilh^,  or  the  latter  branched 
from  division  and  subdivision,  as  seen  in  the  scalp 
_     Corns  are  met  with  where  the  skin  is  subjected  to 

IS  very  th.ck  and  dense,  and  not  only  covers  the  indi 

Jo  til  ?r '"'^      ''''  betv^e  n  tiem 

so  that  the  .surface  is  more  or  less  smooth.  ThepaDill^ 
are  ati-opl.ied  m  the  centre  from  continuous  pre2Si" 
inch  t  In:r"  Trr,  -oi/than  l 

^rnV  wS'hat"^^  ei^ls'itlt™;:^  l""^  ■ 

IS  little  or  no  desquamation. 
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They  start  either  from  the  surface,  or  in  the  hair 
follicles  and  sebaceous  glands.  They  have  been  found 
in  dermoid  ovarian  cysts. 

Mucous  papillomata  occur  on  all  the  mucous 
membranes,  but  they  are  more  frequent  where  papillaj 


Pig.  74 —Simple  Villous  Tumour  of  the  Bladder. 

a,  CoUimnav  epithelial  cells ;  I,  large  caplllai-y  blood-vessels,   x  265. 

normally  exist;  e.g.,  in  the  tongue.  They  are  more 
succulent  than  the  cutaneous  o■l•o^vths,  and  their  den- 
sity varies  as  the  kind  of  epithelium.  Phus  m  the 
tono-ue,  where  it  is  squamous  and  stratiticd,  they  are 
firmer  than  in  the  bladder  and  rectum 

In  the  bladder  in  particular  they  form  soft  vxUov^ 
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growths,  with  long  processes,  simple  or  branched ;  and 
here  their  vascularity  is  so  great,  and  the  vessels  so 
little  supported  by  the  surface  epithelium,  that  pro- 
fuse bleeding  is  not  a  rare  event.  Vesical  papillomata 
are  mostly  seen  near  the  orifices  of  the  ureters,  but  the 
entu-e  mucous  membrane  may  be  converted  into  a 
shaggy  flocculent  coating.  The  epithelium  is  squamous 
or  columnar,  and  disposed  in  a  single  layer,  or  strati- 
fied (Fig.  74).  In  the  rectum  it  is  columnar.  Papil- 
loma of  the  larynx  is  nearly  six  times  as  common  as 
epithelioma.  It  is  usually  seated  on  or  near  the 
vocal  cords. 

Papillomata  of  the  sci  ons  membranes  

borne  authors  include  hypertrophy  of  the  synovial 
articular  fringes  in  the  papillomatous  group.  Thev 
W  been  described  in  the  chapter  on  joint  diseases 

PapUIary  forms  of  other  gl  owths.-Most 

ot  the  new  formations  arising  from  the  skin  and 
mucous  membranes  are  prone  to  assume  a  papillary 
siirface  outh^e.    This  is  very  marked  in  the  mdignai^ 

nrT'  ''P''^"^^^  ^  epithelioma;  in  factrit  is  ' 
diflicult  m  some  cases  to  say  with  certainty  whether  a 

22r^%V  '""''^'''^^  -  -  papilloma  or  a 
papillary  epithehoma.    And,  again,  a  papilloma  may 

by  continued  nritation,  take  on\  canceVous  natui?^' 

J^rom  a  mere  surface  view,  it  is  impossible  to  tell  a 

vil  ous  tumour  of  the  bladder  from  a^villous  cancer 

tMcwsi'f%Lf Siiir"'" 

Sarcomas  of  the  nasal  fossa,  antrum  and  otliev 
crania  sinuses  are  often  papillaLd.    Tho  i^aricv  tTc 
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Thus,  ill  a  wart  the  cutaneous  papillae  are  reproduced, 
though  in  a  disorderly  form ;  the  basis  of  the  tumour 
is  made  up  of  connective  tissue  rich  in  corpuscles ;  the 
vessels  are  plexiform  or  looped ;  the  epithelium  on  the 
surface  is  more  or  less  columnar  below,  squamous  and 
stratified  above  ;  its  extent,  degree  of  conification,  and 
disposition  vary  in  different  cases,  but  it  is  always 
homologous.  In  epithelioma  it  is  homologous  at  first, 
but  afterwards  essentially  heterologous. 

In  mucous  membranes  devoid  of  papillje  the  out- 
line of  the  tumour  can  be  explained  by  the  looped 
arrangement  of  the  vessels  and  the  centrifugal  direc- 
tion of  the  vascular  pressure,  as  in  the  gi-anulations  of 
an  ulcer. 

Under  the  microscope,  transverse  sections  of  the  tips 
of  the  papillse  look  very  like  the  nescs  of  epithelioma. 

Secondary  clianges.  —  These  are  ulceration, 
hajmorrhage  (surface-  and  interstitial),  pigmentation, 
epitheliomatous  degeneration,  and,  in  some  cases, 
atrophy  and  complete  obliteration. 

Ulceration  and  haemorrhage  are  rare  in  the  cuta- 
neous papillomata ;  far  from  it  in  the  mucous,  which 
are  ill  protected  from  friction  and  other  sources  of 
irritation.  This  is  markedly  the  case  with  villous 
tumour  of  the  bladder. 

Pigmentation  is  almost  confined  to  papiUoma  ot 

the  skin. 


CHAPTER  XCIL 

ADENOID  TUMOURS. 

Any  new  growth,  simple  or  maUgmint,  arising 
from  glandular  tissue  has  a  tendency  to  assume  the 
adenoid  type.  Adenoid  tumours  may  be  convemently 
divided  into  five  groups  : 
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(1)  Malignant  tumours,  e.g.,  columnar  epithelioma 
of  the  rectum  {vide  Fig.  59),  and  its  secondary  lesions 
in  the  liver,  also  the  acinous  variety  of  sciri'hous 
cancer  of  the  breast.  They  are  none  the  less 
malignant  because  stamped  with  the  physiological 
likeness  of  the  part  affected. 

(2)  Hypertrophies  of  the  thyroid,  mammary,  and 
prostate  glands.  In  each  there  is  considerable  repro- 
duction of  glandular  tissue.  Tlieir  right  to  be  classed 
with  the  adenoid  growths  is  further  shown  by  the 


Fig.  75.— Fibro-glandular  Polypus  from  the  Kectnm  of  a  Cliild. 

tcimis  linpfl  Tiri"tu   


.  "  ■  -^^v"'  vuc  j.fcc'-ijLiiii  ui  a  (^uiiu. 

a.  AoDuslined  with  columnar  epUheliun,  ;  ^  fl,.,.c^n^cleate(i  slroma ;  c,  blood- 

V  cSbCl  >     X  Zoo, 

fact  that  encapsuled  masses,  containing  loculi  with 
regularly  disposed  epithelium,  are  also  met  with  in 
these  oijans  either  alone  or  in  conjunction  with  the 
more  diffused  enlargement. 

These  are  the  cases  that  prove  how  difficult  it 
sometimes  IS  to  distiriguish  between  hypertrophy  and 
umour  when  no  physiological  reason  can  be  ^signed 
tor   the   o^'ergrowth,   and   when   the  microscopical 
characters  are  practically  the  same  ^rosco].ical 

to  th?  '"'"''T  P^^""^"'^^ted  tumours  attached 

to  the  mucous  surfaces,  e.g.,  glandular  polypus  of  the 
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rectum.  {Vide  Fig.  75.)  In  these  the  epithelial 
adenoid  tissue  forms  acini,  even  in  the  deeper  portions 
of  the  growth.  This  must  not  be  confounded  with 
simple  involutions  of  the  surface  epithelium  occasionally 
present  in  many  polypi,  e.g.,  mucous  polypus  of  the 
nose. 

(4)  The  important  group  of  tumours  termed 
adenomata,  or  adenoceles,  of  which  the  best  instance 
is  seen  in  the  breast. 

(5)  The  lymphadenomata,  which  consist  of  tissue 
resembling  that  of  a  lymphatic  gland. 

Adenoma,  or  adenocele  of  the  breast. — 
"  Chronic  mammary  tumour  "  is  met  with  at  diiFerent 
ages,  but  chiefly  in  early  and  mid-adult  life.  It  is 
either  embedded  in  the  gland  or  attached  to  the 
surface.  In  either  case  it  is  distinctly  encapsuled, 
and,  as  a  rule,  freely  movable  apart  from  the  breast. 

It  does  not  infect  the  lymphatic  glands  or  internal 
organs.  It  neither  causes  retraction  of  the  nipple 
nor  puckering  of  the  skin.  Ulceration  is  very  rare, 
and  this  only  happens  when,  by  the  size  of  the  tumour, 
the  skin  has  become  atrophied  by  pressure,  and  ex- 
posed to  injury.  It  is  often  lobulated.  The  density 
varies  according  to  the  amount  of  fibrous  tissue 
present  in  the  growth;  it  may  be  so  hard  as  to 
simulate  scirrhus.  The  size  usually  ranges  from  that 
of  a  marble  to  an  orange,  but  there  is  no  certamty. 
I  have  examined  a  specimen  that  weighed  eight 
pounds.  Unlike  scirrhus,  it  does  not  cup  on  section, 
for  the  tension  is  fairly  uniform  throughout.  The 
lobulation  of  the  surface  is  continued  into  the  interior ; 
it  may  be  scarcely  visible,  or  so  decided  that  the  lobules 
appear  partitioned  off"  by  fibrous  dissepiments;  it 
becomes  more  manifest  on  tearing  away  portions  of 
the  growth,  for  then  the  lobules  '=  sheU  out.  ihe 
lobuies  may  be  so  small  as  to  make  the  surface  merely 
-ranular,  or  so  large  as  to  exceed  a  walnut  m  size. 
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Scraping  does  not  yield  a  milky  juice,  but  a  slightly 
turbid  fluid,  and  coarse  particles  composed  of  cells  and 
fibres,  and  often  minute  gland-buds.  Fibrous  tissue 
almost  invariably  exceeds  in  amount  the  glandular 
element.  This  has  led  to  the  designation  fibro- 
adenoma. 

Microscopy. — The  glandidar  spaces  show  great 
diversity  of  outline,  being  round,  oval,  or  sinuous.  In 


c 


Pig.  76.— Adenoma  of  the  Breast, 
o,  Group  of  glandular  ducts;  Mlbroiis  stroma ;  c,  cells  broken  away  from 
tneir  attachment,   x  265. 


extent,  too,  they  vary  much,  being  wide,  Hke  open 
ducts,  or  mere  chinks  in  the  fibrous  stroma.  Their 
interior  is  lined  by  columnar  or  cubical  epithelium, 
usually  m  one  layer,  but  sometimes  the  cells  are  two 
or  three  deep  (Fig.  76).  The  central  portion  of  each 
space  appears  clear,  or  granular  from  epithelial  debris 
ihere  is  a  much  closer  resemblance  to  healthy 
gland  tissue  than  in  the  alveoli  of  scirrhous  cancel' 
ihe  stroma  is  m  most  cases  very  dense,  and  its  cells 
sparsely  scattered,  but  in  some  it  is  succulent  and 
richly  corpuscular.     In  a  series  of  cases  one  may 
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notice  a  gradual  declension  from  a  firm  hard  nodule 
of  adeno-fibroma  to  a  soft,  raj^idly  enlarging  adeno- 
sarcoma. 

Cysts,  wMch  are  by  no  means  rare,  arise  for  the 
most  part  from  dilatation  of  the  gland  spaces  ;  but  some 
seem^  to  be  connected  in  their  origin  with  the  lym- 
phatics, for  I  have  found  both  cubical  and  pavement 
epithelium  lining  the  interior.  The  fluid  in  the  cysts 
is  clear  and  mucoid,  or  opaque  from  admixtui-e  with 
blood,  and  then  it  may  have  a  reddish- chocolate  or 
sepia-like  tint,  according  to  the  amount  and  age  of 
the  extravasation.  In  such  cases  any  discoloration 
of  the  cyst  wall  and  tissue  around  must  not  be 
mistaken  for  true  pigmentation. 

Now  and  then  a  considerable  portion,  or  even  the 
whole  of  the  breast,  is  found  to  be  enlarged  and 
nodular  on  the  surface,  without  any  distinct  capsular 
limitation  to  the  growth.  This  has  been  termed 
"  diffuse  adenoma,'"  or  hypertrophy. 

Adenoma  of  tlic  parotid  is  met  vnth,  in  wliich 
the  structure  is  entirely  glandular,  or  fibro-glandular  ; 
but  it  is  more  often  combined  with  mucous,  car- 
tilaginous, or  embryonic  tissue,  one  or  more  of  them. 
There  are  two  varieties  of  adenoma,  tubular  and 
acinou.s.  As  in  the  case  of  the  breast,  it  may  be 
seated  deeply  in  the  gland,  or  loosely  attached  to 
the  surface.  In  either  case  it  starts  beneath  the 
capsule  of  the  gland,  though  in  its  subsequent  growth 
this  may  become  so  thinned  as  to  be  scarcely 
recognised,  and  this  has  led  to  the  idea  of  the  tumour 
being  exti-acapsuhir  from  the  beginning. 

The  submaxillary  and  sublingual  glands  are  much 
less  frequently  afl'ected. 

Adenoma  of  the  prostate  is  rarely  met  with 
as  constituting  the  entire  disease.  Usually  it  forms 
part  of  a  more  general  enlargement  or  hypertropliy. 
iioundish  masses,  enclosed  in  more  or  less  distinct 
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capsules,  project  as  pedunculated  tumours  into  the 
bladdei",  or  lie  embedded  in  the  substance  of  the 
gland.  In  the  latter  case  they  can  sometimes  be 
readily  enucleated.  The  nodule  from  which  Fig.  57 
was  taken  was  removed  during  the  operation  of 
lithotomy.  It  formed  a  ba?-  to  the  passage  of  the 
stone,  and  was  displaced  by  the  forceps.  It  will  be 
seen  to  consist  of  glandular  and  muscular  elements 
in  a  nucleated  fibrous  stroma.  The  epithelium  is 
columnar,  as  in  the  mucous  glands  of  the  prostate. 

Adenomata  of  tBie  skin. — Eve  and  Shattock 
have  described  adenomata  of  the  skin,  which  arise 
from  the  sebaceous  glands.  In  Shattock's  case  the 
tumour  formed  a  flattened  ovoidal  pedunculated  mass, 
3  centimetres  in  diameter.  {Vide  Trans.  Path.  Soc, 
vol.  xxxiii.,  pp.  290  and  336). 

The  adenomata  are  perfectly  benign,  and  the 
epithelial  cells  are  homologous  throughout.  This  at 
once  distinguishes  them  from  the  carcinomata,  where 
the  epithelium,  though  at  first  homologous,  sub- 
sequently becomes  heterologous,  i.e.,  it  is  found 
invading  tissues  from  which  it  is  normally  absent. 
In  the  earlier  stages  of  development  it  is  very  difficult 
to  tell  an  adenoma  from  a  cancer  growing  from  the 
same  part,  for  in  each  the  epithelium  is  at  first 
confined  to  the  ducts  and  acini  of  the  gland. 

Adenoma  has  been  described  in  almost  all  the 
situations  where  gland  tissue  normally  exists.  We 
suspect^  that  secondary  epithelioma  of  the  liver  has 
been  mistaken  for  adenoma.  It  is  next  to  impossible 
to  differentiate  the  two  by  the  microscopical  characters  ; 
and  if  there  be  only  a  single  nodule  the  difficulty  is 
increased,  especially  if  its  growth  be"  slow,  and  it 
possess  an  adventitious  capsule  from  irritative  over- 
growth of  the  hepatic  interstitial  tissiiie. 
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CYSTS. 

The  classification  of  cysts  can  be  made  on  several 
bases:  (1)  Tlieir  origin;  (2)  their  contents;  (3)  the 
organs  and  tissues  atiected.  The  first  is  followed  in 
this  work  ;  it  is  a  modification  of  the  system  adopted 
by  E.  Wagner. 

1.  Cysts  derived  from  the  distention  of  natural 
ca\'ities. 

(a)  Cysts  that  have  their  origin  in  closed  spaces. 

(a)  Serous  cysts,  e.g.,  enlarged  bursse,  ganglia 
on  the  sheaths  of  tendons,  spinal  and 
cerebral  meningoceles,  and  vaginal  and 
funicular  hydroceles. 

(^)  Cysts   formed    by    hypersecretion  in 
closed  follicles,  e.g.,  some  ovarian  cysts 
and  cystic  goitre. 
{b)  Retention  cysts,  from  partial  or  complete 

obliteration  of  ducts  or  orifices  of  glands. 

(a)  Sebaceous  or  atheromatous  cysts. 

(/3)  Mucous  cysts,  e.g.,  ranula. 

(7)  Those  containing  a  more  specific  secre- 
tion, e.g.,  salivary  cj^sts,  dropsy  of  the 
gall  bladder,  hydronephrosis,  and  renal 
cysts. 

(c)  Cysts  arising  from  the  dilatation  of  ob- 
structed blood-vessels  and  lymphatics. 

2.  Parenchymatous  cysts,  or  tliose  of  independent 
origin. 

(ci)  Cysts  derived  from  the  dilatation  and  fusion 
of  connective  tissue  spaces,  such  as  bursa 
formed  beneath  the  skin  in  club-foot  and 
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corns ;  also  congenital  tumours  of  the  neck 
and  hydrocele  of  the  neck. 

(b)  Adventitious  cysts,  whose  walls  are  con- 

stituted by  the  condensation  of  the  con- 
nective tissue  of  the  part.  They  are  formed 
around  parasites,  hydatid  tumours,  blood 
clots,  etc. 

(c)  Cysts  of  congenital  origin,  chiefly  found  in 

the  ovary.  They  are  called  dermoid  cysts, 
since  their  contents  are  made  up  for  the 
most  part  of  cutaneous  and  epidermal  ele- 
ments, glands,  hair,  teeth,  etc. 
{d)  Cystic  new  formations,  very  common  in  sar- 
coma, enchondroma,  and  other  growths. 
(  Vide  Fig.  5.) 
3.  Extravasation  cysts. 

(«)  From  effusion  of  blood  into  pre-existing 

sacs  (hsematocele). 
(0)  From  diffuse  extravasation  into  solid 
tissues,  especially  the  new  growths ;  and 
into  the  brain. 
Serous  cysts. — (1)  Enlarged  hursae,  are  usually 
of  inflammatory  origin.    The  term  hygroma,  which  is 
applied  to  them,  is  by  some  pathologists  extended  to  all 
serous  and  mucous  cysts,  and  to  lymphatic  njBvi.  The 
mo.st  important  are  those  situated  in  front  of  the  patella, 
on  the  inner  side  of  the  knee  and  over  the  ischial  tube- 
rosities ("weaver's  bottom")  and  great  trochanters 
The  walls,  which  are  composed  of  tibrous  tissue,  are  some- 
times quite  thin  ;  at  others  thick  and  rugged.  The 
cavity  may  be  a  mere  chink  or  as  large  as  a  double  flst 
The  inner  surface  of  the  cyst  is   lin^d  by  flat 
epithelium,   though   this  often  becomes  destroyed 
i he  contents  are  clear  and  serous  or  mucous,  or  tur- 
bid from  admixture  with  blood  and  the  fatty  debris 
of  meammatory  products.    In  one  case  I  extracted 
half  an  ounce  of  cholesterine  from  a  single  enlarged 
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pre -patellar  bursa.  Soiuetimes  tbey  contain  loose 
bodies,  resembling  tbose  found  in  ganglia  and  arti- 
cular synovial  membranes. 

(2)  Ganglia  are  simple  and  compound.  They  are 
most  common  about  the  wrists  and  ankles.  Tlie 
compound  ganglia  are  irregular  dilatations  of  the 
sheaths  around  groups  of  tendons,  e.g.,  the  flexors  of 
the  fingers.  Simple  ganglia  are  pouch-like  dilatations 
that  have  become  shut  off  from  the  synovial  sheaths. 
The  contents  of  ganglia  are  usually  clear  and  viscid. 
The  compound  variety  often  contains  loose  bodies, 
some  of  which  appear  to  be  fibrinous  exudations 
concentrically  laminated,  but  the  majority  are  hyper- 
trophied  buds  or  fringes  detached  from  the  cyst  wall. 

Closed  follicular  liypersecretion  cysts. — 
(1)  Simple  ovarian  cysts,  not  rare  in  childi-en.  They 
ai'ise  from  distention  of  Graafian  follicles,  and  do  not 
proliferate  like  the  compound  cysts  of  the  ovary. 

(2)  Cystic  hronchocele. — The  glandular  acini  of 
the  thyroid  body  first  become  choked  with  epithelium  ; 
this  undei-goes  colloid  softening,  wliich  extends  to  the 
trabeculse.  The  stroma  is  partly  destroyed  by  atrophy 
from  the  pressure  of  the  fluid  within.  Thyroid  cysts 
are  single,  or  multiple  and  loculated  ;  they  may  be 
larger  than  an  orange.  Their  contents  are  viscid  and 
yellow,  or  thin  and  either  clear  or  turbid.  {Vide 
Colloid  degeneration.) 

Retention  cysts. — 1.  Sebaceoris  cysts. — This 
group  includes  moUuscum  contagiosum,  strophulous 
albidus,  comedones,  and  the  ordinary  form  of  sebaceous 
cyst. 

(a)  MoUuscum  contagiosum. — This  consists  .of 
small  tumours  looking  like  "drops  of  white  wax" 
(T  Fox).  They  are  seated  for  the  most  part  on  the 
face,  neck,  trunk,  and  arms.  They  vary  from  the 
size  of  a  pin's  head  to  that  of  a  marble.  They  are 
umbilicated  in  the  centre,  the  depression  markmg  the 
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site  of  the  obstructed  duct.  They  are  sessile,  or 
broadly  pedunculated.  The  nature  of  the  contagious- 
ness is  uncertain.    Fox  says  it  is  not  parasitic. 

{b)  Comedones  are  small  hard  elevations  caused 
by  distention  of  the  sebaceous  glands.  Their  apices 
present  black  specks  from  accumulation  of  dirt. 
When  indurated  from  irritation  we  have  acne  punctata. 

(c)  Strophulus  albidus  of  children  is  similar  to  the 
last.  It  has  the  appearance  of  millet  grains.  The 
obstruction  of  the  gland  orifice  is  due  to  the  irritation 
of  heat  and  moisture. 

{d)  Sebaceous  cysts  proper — atheromatous  cysts 
are  found  cliiefly  in  the  scalp,  but  most  parts  of  the 
skin  are  subject  to  them. 

In  the  scalp  they  are  rarely  larger  than  a  walnut, 
but  in  other  parts  (the  back,  e.g.)  they  sometimes 
exceed  the  size  of  a  large  orange.  There  is  usually 
obliteration  of  the  glandular  orifice.  The  skin 
becomes  stretched  over  the  tumour,  and  its  dis- 
tmctive  structure  modified  by  atrophy  from  pres- 
sure or  hypertrophy  from  friction.  As  the  cyst 
enlarges  it  occupies  the  subcutaneous  tissue,  and  it 
may  then  be  mistaken  for  chronic  abscess  or  a  soft 
fatty  tumour.  The  cyst  wall  is  made  up  of  parallel 
ayers  of  connective  tissue.  The  contents  may  be  soft 
like  honey  (melicerous  cysts) ;  fluid  when  it  is  clear 
or  chocolate  or  sepia-like  from  fat  and  blood  pigment- 
or  quite  firm  (cholesteatoma) ;  under  the  microscope 
tat  granules,  epithelial  cells,  cholesterine,  and  fat 
crystals  can  be  recognised  in  varying  proportions. 
Ifie  epithelium  Immg  the  cyst  is  stratified.  The  cells 
next  the  cyst  wall  have  large  nuclei,  and  show  simsof 
proliferation;  farther  in  they  are  of  the  ordinary  pave- 
ment variety  whilst  those  abutting  on  the  cavity 
are  filled  with _  fat  and  devoid  of  nuclei.  This  epi- 
thelial hning  IS  sometimes  of  horny  consistence,  the 
cells  bemg  welded  together  so  that  the  entii^e  lamina 
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can  be  slielled  out.  The  cysts  sometimes  rupture 
and  give  rise  to  inveterate  ulcers  that  may  be  mistaken 
for  epithelioma.  This  is  due  to  the  persistence  of  the 
secretiug  epithelium  in  the  interior  of  the  cysts, 
hence  in  operating  upon  the  latter  care  should  be 
taken  to  remove  the  whole  of  the  secreting  structure. 
Sebaceous  cysts  are  by  some  spoken  of  as  wens,  a  term 
also  applied  to  a  variety  of  fibroma  (page  435). 

2.  Mucous  cysts. — These  are  met  with  in  the  lips 
and  buccal  mucous  membrane.  They  are  not  un. 
common  in  the  floor  of  the  mouth,  where  they  consti- 
tute one  form  of  ranula  (others  are  derived  from 
obstruction  of  the  salivary  ducts  and  from  free  cyst 
formation,  and  the  contents  vary  accordingly). 
Labial  and  buccal  mucous  cysts  look  transparent, 
and  contain  a  viscid  secretion.  Cysts  of  like  nature 
are  seen  in  the  stomach,  intestine,  trachea,  and  uterus. 

3.  Cysts  containing  specific  secretion. — Amongst 
these  are  salivary  cysts,  the  cause  of  which  is  inflam- 
mation about  the  ducts,  or  impaction  of  a  calculus. 
Hepatic  cysts  contain  the  constituents  of  bile.  They 
arise  in  one  of  two  ways,  either  from  obstruction  of 
the  small  biliary  ducts,  or  thrombosis  of  the  sublobular 
veins.    Their  contents  are  often  putty-like. 

Renal  cysts  involve  the  entire  cortex,  so  that 
the  oi-gan  looks  something  like  a  bunch  of  grapes ;  or 
they  are  isolated  and  scattered.  The  former,  which 
may  be  congenital,  are  essential  cystic  formations  ;  the 
latter  are  more  or  less  accidental,  and  are  found 
associated  with  other  morbid  conditions,  especially 
gouty  kidney ;  they  are  the  result  of  obstruction  of 
the  tubules,  and  the  wall  of  the  cysts  is  usually  a 
distended  Malpighian  capsule.  These  retention  cysts 
may  contain  urates  (Yirchow),  and  urea  (Cornil  and 
Ranvier). 

Congenital  tumour  of  the  kidney  is  commonly  a 
cystic  adenoma. 
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Cysts  arisingr  from  the  dilatation  of  ob- 
structed blood-vessels  and  lymphatics  are  not 

very  common.  In  the  case  of  the  blood-  vessels  the  circu- 
lation is  arrested,  thrombosis  follows,  and  the  clot  under- 
goes liquefaction.  The  wall  of  the  vessel  becomes  much 
altered,  and  the  cyst  enlarges  by  the  exudation  of  serum. 
They  are  met  with  in  obliterated  na3vi. 

Lymphatic  cysts  are  lined  by  tesselated  epithelium, 
and  their  contents  are  clear  from  the  first. 

Parenchymatous  cysts.— 1.  Mucous  bur  see" 
are  developed  where  there  is  intermittent  pressure. 
Embryonic  is  converted  into  mucous  tissue,  and  the 
cells  and  fibres  of  the  latter  undergo  mucoid  lique- 
faction. The  external  cells  remain  as  an  endothelial 
lining  to  the  cysts. 

Congenital  cystic  tumours  of  the  neck  often  attain 
a  large  size.  The  solid  portion  of  the  growth  may 
predominate  over  the  cystic  ;  there  is  great  variation 
n\  this  respect.  The  cysts  form  in  embryonic  tissue, 
the  cells  of  which  become  distended  with  mucin  and 
then  disappear.  Hydrocele  of  the  neck  is  a  serous  cyst. 
It  may  be  likened  to  the  subcutaneous  bursas,  though 
no  cause  may  be  assigned  for  its  development.  I  once 
saw  one  as  large  as  an  ostrich's  egg ;  it  was  translucent 
and  was  filled  with  limpid  fluid ;  it  was  surrounded 
by  loose  areolar  tissue,  and  the  wall,  which  was  very 
thni,  had  an  exquisite  mosaic  of  pavement  epithelium 
on  the  inner  surface. 

2.  Adventitious  cysts  require  no  further  description 
than  IS  given  in  the  table. 

3.  Dermoid  cysts  are  met  with  chiefly  in  the 
ovary.  They  are  usually  congenital.  Their  cavities 
are  smg le  or  loculated.  That  they  are  not  the  outcome 
ot  so-called  fcetal  inclusions  is  proved  by  the  fact  of 
their  having  occasionally  been  found  to  contain  more 
than  a  hundred  teeth.  Tissues  of  epidermal  origin 
predommate,  hair,  horny  epithelial  buds,  and  teeth  ■ 
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but  striated  muscle,  medu  Hated  nerve-fibres,  nerve  cells, 
and  bone  Have  all  been  seen.  The  hairs  are  usually 
shed  in  succession,  so  that  large  tufts  or  loosely  Avoven 
balls  are  found  loose  in  the  cavity  of  the  cyst,  em- 
bedded in  desquamated  epithelium  and  fatty  debris. 

The  author  mounted  a  specimen,  in  the  loculi  of 
which  were  masses  of  fat  like  butter ;  the  cyst  wall 
was  set  with  piliferous  papillae. 

The  ovary  is  the  seat  of  election,  because  it  is 
destined  in  the  course  of  nature  to  produce  cells  that 
have  the  potentiality  of  developing  into  all  the  tissues 
of  the  body.  These  cysts  are  congenital,  or  occiu'  early 
in  life,  for  then  the  developmental  activity  is  great. 

Their  growth  may  extend  over  many  years.  On 
the  other  hand,  they  may  make  rapid  strides  after  a 
lengthened  period  of  quiescence.  A  patient  under  my 
observation  died  fi'om  what  was  thought  to  be 
encephaloid  cancer  filling  the  abdomen,  but  post 
mortem  the  growth  turned  out  to  be  a  dermoid  cyst, 
which  contained  nothing  but  hair  and  pultaceous  epi- 
thelial debris.    They  may  become  sarcomatous. 

4.  Cystic  sarcoma,  enchondroma,  etc.,  are  described 
under  their  respective  headings. 

Proliferating  ovarian  cysts. — The  origin  of  these 
cysts  is  doubtful.  It  is  more  likely  that  the  -primary 
spaces  result  from  mucoid  or  colloid  softening  of 
aggregations  of  new  formation  cells,  than  that  they 
arise  from  distension  of  Graafian  follicles.  At  first 
they  are  small,  but  they  rapidly  enlarge  by  absorption 
of  the  intervening  walls,  and  by  the  addition  of  the 
softened  products  of  cell  proliferation.  They  become 
occupied  by  papillated  growths  that  spring  from  the 
inner  surface.  Secondary  cysts  are  formed  by  adhesion 
of  the  tips  of  contiguous  i)apilla3  (W.  Fox),  or  by 
softening.  The  contents  of  compound  ovarian  cysts 
may  be  °thin  and  serous,  but  more  often  the  fluid  is 
quite  viscid,  consisting  largely  of  mucin.    Cells  of 
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various  sizes  and  in  different  stages  of  fatty  and  mucoid 
degeneration  are  suspended  in  it.  Occasionally  it 
sparkles  with  crystals  of  cholesterine.  It  may  be 
tinged  or  more  deeply  coloured  from  altered  blood. 
Hsematoidin  crystals  have  been  seen. 

The  cells  next  the  cavity  of  the  cysts  are  large  and 
distended  with  mucin,  or  granular  and  fatty.  Next 
come  polygonal  or  rounded'cells,  whilst  those  imme- 
diately lining  the  wall  are  generally  columnar.  Only 
the  last  are  seen  when  the  mucoid  transformation  is 
complete,  and  then  microscopical  sections  closely 
resemble  adenoma  or  even  columnar  epithelioma. 

Extravasation  cysts  are  very  common  in  soft 
malignant  growths,  such  as  encephaloid  cancer  and 
sarcoma.  Of  the  natural  tissues  the  brain  is  the  most 
likely  to  be  the  seat  of  cysts  as  the  consequence  of 
haemorrhage.  This  is  explained  by  the  physical  dis- 
abilities which  hinder  the  collapse  of  the  brain  tissue 
around  blood  clots  in  process  of  absorption,  viz.,  the 
peculiarity  of  the  intracranial  circulation  and  the  fixity 
of  the  cranial  walls.  They  are  common  in  the  arachnoid. 

Hydatid  cysts. —  Two  forms  of  hydatid  cyst 
occur  in  man,  echinococcus  and  cysticercus.  The 
former  is  the  cystic  stage  of  the  tape-worm  of  the  dog  ; 
the  latter  usually  of  the  taenia  solium. 

Cysticercus  celliUosse  is  very  rare  in  man,  and 
never  attains  a  great  size.  It  has  been  observed  in 
the  humours  of  the  eye,  in  the  brain,  and  other  parts. 
The  animal  is  always  solitary  in  its  cyst. 

Echinococcus— On  arriving  in  the  intestines 
the  ova  lose  their  envelopes,  and  the  embryos,  set  free 
make  their  way  into  the  different  tissues  of  the  body' 
Their  transit  is  mainly  by  the  blood-vessels,  and 
by  way  of  the  common  bile  duct ;  hence  the  fre- 
quency of  hydatid  cysts  in  the  liver.  At  last  they 
settle  down,  and  become  encysted.  An  adventitious 
hbrous   capsule   forms   around   tlie   essential  cyst. 
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Secondary  and  tei'tiary  cysts  develop  -within  the 
primary.  The  vesicles  vary  from  the  size  of  a  pea  to 
that  of  an  orange.  Each  is  composed  of  a  number  of 
superposed  parallel  lamiuEe  of  perfectly  homogeneous 
material,  an  appearance   quite    characteristic  (Fig. 


A 

Fig.  77. 


A,  Ova  of  tiBnia  eolium ;  B,  portion  of  fertile  cyst  showing,  a,  laminated 
njembrane,  i-,  ecliinococc.i  attached  to  germinal  layer,  c,  detnchi  d  hooKlets  ; 
0,  echinococcus ;  th  ■  head  and  neck  are  withdrawn  within  the  caudal  vesicle. 
X  265, 

77,  B,  a).  The  innermost  lamina  is  called  the  germinal 
membrane,  and  from  it  the  echinococci  develop.  The 
latter  look  like  white  specks  to  the  unaided  eye.  Each 
consists  of  a  head  and  neck,  which  are  usually  retracted 
within  the  caudal  vesicle  (Fig.  77,  c).  Tlie  head  is  sur- 
mounted by  a  proboscis;  it  carries  four  suckers  or 
vents,  and  two  circlets  of  spines. 

Unless  degenerated  the  cysts  are  transparent. 
They  give  a  peculiar  trembling  sensation  to  the  hand 
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(hydatid  thrill).  They  are  filled  with  clear  fluid,  which 
contains  a  little  common  salt,  but  no  albumin.  In 
the  fluid  detached  echinococci,  isolated  booklets,  and 
shreds  of  disintegrated  laminae  may  be  seen  at  times. 
I  lately  removed  a  hydatid  tumour  from  the  thi  a'h  of 
a  woman  ;  it  had  been  growing  for  seven  years,  and 
was  larger  than  a  foetal  head.  Most,  if  not  all,  of  the 
cysts  were  barren  (acephalocysts). 

There  are  four  characteristic  diagnostic  signs  of 
hydatid  cysts:  (I)  The  laminated  membrane;  (2) 
the  fluid  ;  (3)  echinococci ;  (4)  booklets.  To  seek  the 
last  two,  the  fluid  should  be  allowed  to  stand,  and  the 
lower  part  drawn  ofl-  with  a  pipette,  and  submitted  to 
the  microscope.  As  hydatid  cysts  enlarge,  the  con- 
tinuous pressure  causes  atrophy  of  the  surrounding 
tissues.  ° 

Withdrawal  of  the  fluid  generally  suffices  to  kill 
the  parasite,  and  put  a  stop  to  further  growth  of  the 
cyst. 

They  are  found  in  all  parts  of  the  body,  even  in 
the  bones. 

Secondary  changes.  _  (1)  The  adventitious 
cyst  may  calcify,  and  be  converted  into  a  kind  of 
carapace. 

_  (2)  Death  of  the  parasite,  and  shrinking  and  fold- 
ing up  (i<ig.  2),  or  disintegration  of  the  cyst  walls, 
ihe  booklets  are  set  free  on  breaking  up  of  the  echi- 
nococci ;  they  may  be  found  in  the  oldest  cysts 

{d)  Fatty  degeneration  and  caseation  of  the  walls 
01  the  cy^;ts. 

_   (4)  Importation  of  foreign  matter:  bile,  blood- 
pigment,  etc.  ' 

Modes  of  termination.-(l)  Obsolescence  -  (2) 
suppuration  around  the  cyst ;   (3)  rupture,  with  its 

;ns^r;)iiSio^s^^^ 
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CHAPTER  XCIV. 

THE  CARCINOMATA. 

Type  :  epithelium.  There  are  two  forms,  alveolar 
and  "  epithelial,"  but  their  clinical  affinities  are  strongly 
marked;  thus,  both  generalise  in  the  lymphatic  glands, 
and  almost  always  end  fatally. 

As  to  the  cause  of  cancer,  two  agencies  are  at 
work,  local  and  constitutional.  It  would  appear  that 
each  may  be  sufficient  in  itself,  but  there  can  be  no 
doubt  but  that  in  the  majority  of  cases  they  act 
together,  though  frequently  in  inverse  ratio. 

In  support  of  the  local  origin,  (1)  we  may  mention 
the  cases  where  continued  or  repeated  irritation  is 
followed  by  a  cancerous  growth,  e.g.,  epithelioma  of 
the  lip  and  tongue  from  the  friction  against  a  pipe  or 
tooth,  and  "  chimney-sweep's  cancer  "  of  the  scrotum  ; 
(2)  taking  the  alimentary  canal,  it  is  at  the  places 
most  subject  to  friction  that  these  tumours  are  found  : 
lip,  tongue,  fauces,  upper  and  lower  ends  of  oesophagus, 
and  where  the  left  bronchus  crosses  it,  pylorus,  ileo- 
cfecal  orifice,  rectum,  and  anus  ;  (3)  organs  that  are 
liable  to  vicissitudes  of  function,  as  the  mamma  in  the 
female. 

In  favour  of  the  constitutional  origin  are  (1) 
those  instances  where  no  unusual  irritation  can 
be  discovered  ;  (2)  those  where  the  primary  outbreak 
is  multiple ;  and  (3)  those  where  hereditary  predis- 
position is  strongly  marked. 

No  age  is  exempt,  but  it  is  much  more  common 
at  and  beyond  mid-life.  The  disease  is  characterised 
by  a  continuous  non-inflammatory  local  growth, usually 
repeated  in  distant  parts,  and  by  an  apyrexiul  wasting 
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of  the  wliole  body,  with  a  sallow,  greenish  yellow,  or 
leaden  hue  of  the  skin  (cachexia). 

Oeucralisation  takes  place,  (1)  In  the  glands 
through  the  lymphatics,  and  this  explains  recurrence 
after  removal,  in  the  tissue  intervening  between  the 
primary  and  secondary  growth.  (2)  By  the  blood- 
vessels in  the  internal  organs  and  other  parts.  (3)  It 
may  be  that  where  a  nodule  projects  froin  the  surface 
of  a  serous  membrane  particles  broken  oif  may  settlp 
down  and  form  new  centres  of  growth. 

The  tumour  grows  (1)  by  multiplication  of  its  own 
elements  ;  (2)  by  a  "  spermatic  influence "  upon  in- 
different cells  in  contact  with  it ;  (3)  by  discontinuous 
tubercles,  which,  at  hrst  isolated,  join  one  another 
and  the  main  growth  as  they  enlarge.  They  are 
probably  connected  by  the  lymphatics  from  the  first. 

Alveolar  cancer,  of  which  scirrhus  is  the  type, 
shows  a  well-defined  structure,  in  which  the  cells  of 
epithelial  origin  are  packed  in  regular  spaces  or 
alveoli,  bounded  by  trabeculaj  of  fibrous  tissue,  con- 
taining small  embryonic  corpuscles.  Blood-vessels 
and  lymphatics  are  found  in  the  stroma,  but  only  the 
latter  enter  the  alveoli.  There  are  probably  no  in- 
trmsic  nerves,  those  seen  in  sections  belonging 
to  the  tissue  invaded  by  the  growth.  The  cells 
filling  the  alveoli  are  ]ari;e,  polymorphous  (round 
angular  by  pressure,  tailed,  etc.),  and  contain  bric^ht 
nucleolated  nuclei.  Anatomically,  there  is  no  such 
thmg  as  a  recognisable  "  cancer  cell ; "  physiologically 
no  doubt,  each  one  embodies  in  itself  all  the  attributes 
of  the  disease.  The  stroma  varies  greatly  in  amount 
accordmg  to  the  rate  of  growth  of  the  tumour:  it  is 
usually  fibrous,  but  when  recent  it  often  appears  like 
spun  glass,  or  it  is  homogeneous. 

Scirrlious  cancer  of  tise  breast  is  very  hard 
and  cannot  be  enucleated  from  the  tissue  in  which  it 
grows.    It  IS  often  more  or  less  lobulated  on  the 
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surface.  On  section,  a  well-marked  cupping  is  ob- 
served, for  the  older  central  part  is  denser  and  more 
contractile  than  the  peripheral.  To  the  naked  eye  it 
appears  like  an  unripe  pear,  having  a  greyish  semi- 
translucent  look,  varied  by  yellow  streaks  and  specks, 
which  mark  alveoli  and  obstructed  milk  ducts  filled 
with  the  fatty  debris  of  degenerated  cells.  The 
growing  marginal  zone  is  faintly  pink,  for  b^re  as  yet 
the  vessels  are  intact. 

Not  seldom  small  cavities  are  to  be  seen,  the  re- 
sult of  obstruction  of  lymphatics  and  ducts ;  these 
contain  a  clear  pale  fluid,  or  this  variously  stained 
by  the  colouring  matter  of  the  blood.  I  have 
shown  that  as  a  rule  when  old  they  are  lined  by 
tesselated  epithelium.  During  life  a  clear  or  sanious 
fluid  sometimes  oozes  from  the  nipple  or  can  be  ex- 
pressed from  it.  The  fibrous  stroma,  as  it  shrinks, 
obliterates  most  of  the  vessels ;  this  causes  degenera- 
tion and  wasting  of  the  cells,  so  that  the  alveoli 
become  mere  chinks  filled  with  shrunken  cells  and 
granular  debris,  and  finally  disappear,  a  coarsely-grained 
cicatricial  tissue  being  all  that  remains.  Meanwhile 
the  tumour  increases  at  the  periphery,  and  destroys 
the  tissue  it  invades  and  infiltrates.  Other  things 
being  equal,  the  rate  of  growth  varies  inversely,  and 
the  contraction  directly,  as  the  age  of  the  patient. 
In  old  women,  after  the  lapse  of  several  years,  what 
remains  (if  any)  of  the  diseased  gland,  together  with 
the  tumour,  may  be  of  less  bulk  than  the  healthy 
breast.    This  is  termed  atrophic  scirrhus  (Fig.  78,  b). 

In  its  march  scu-rhous  cancer  attacks  all  the 
structures  in  its  course,  so  that  it  becomes  adherent 
to  the  skin  over  it,  and  to  the  pectoral  muscle,  and,  it 
may  be,  the  ribs  and  pleura,  beneath.  The  cicatricial 
contraction  accounts  for  the  wiinkling  and  puckering 
of  the  skin,  and  for  the  retraction  of  the  nipple. 
If  left  to  itself  the  skin  usually  becomes  inflamed 
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and  then  ulcerated,  and  the  cancerous  tissue  covered 
by  a  layer  of  granulations  is  deeply  excavated;  or 
it  forms  a  j^rotuberant  fungus.  In  some  cases 
nodules  are  seen  in  the  skin  around  the  central  growth  ; 
in  fact,  the  skin  may  bear  the  brunt  of  the  mischief, 
being  thickly  studded  with  tubercles  that,  coalescing, 
constitute  the  cancer  en  cuirasse,  hide-bound  cancer, 
shield  cancer,  squirrhe  pustuleux  (Velpeau). 

The  more  rapid  the  growth  the  more  likely  are 
the  axillary,  mediastinal  and  supraclavicular  glands  to 


Fig.  78.— Scirrhous  Cancer  of  the  Breast 
afv'^^l'L  ftTcSfe.'"!-™!  Both  show 

Zl  \  Y  ^^•^^^t^^'^lly  they  are  involved,  with 
wide-spread  dissemination  in  the  internal  organ  The 
male  breast  xs  the  seat  of  the  disease  in  about  two  per 
cent,  of  the  cases  (Paget).  ^vvu  pei 

tl.nf^-''"!f  sometimes  "acinous-" 

tha  IS,  the  original  outline  of  the  gland  acini  is  mo^ 
or  less  preserved;  this  accords  with  the  lobukted 

variety,  m  which  the  cancer  cells  permeate  the  gland 
tissue  m  narrow  columns;  the  difference  seems  to 
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depend  upon  the  point  of  departure  of  the  new 
epithelial  formation  ;  in  the  latter  instance  (tubular) 
it  probably  starts  in  a  hyperplasia  of  the  cells  lining 
the  ducts. 

An  eczematous  condition  of  the  nipple  (Paget's 
disease)  may  precede  the  develoiiment  of  duct  cancer  in 
the  gland  by  months  or  years.  The  obstinacy  of  the 
eruption  and  its  circumscribed  margin  show  that  it  is 
not  a  simple  eczema,  and  against  its  being  primarily 
cancerous  is  its  long  duration  ;  but  it  may  be  that 
ordinary  glandular  cancer  in  some  cases  commences  in 
a  slow  derangement  of  nutrition  of  the  epithelium, 
not  thought  of  because  not  seen,  and  that  it  is  only 
later  that  it  manifests  itself  in  an  ojien  "  rebellion  of 
cells."  Analogous  to  the  above  is  epithelioma,  as  a 
sequel  to  "  psoriasis  "  of  the  tongue. 

Microscopy. — To  understand  the  minute  anatomy 
of  scirrhus,  sections  should  be  made  of  different 
tumours  and  different  parts  of  each.  In  a  rapidly 
growing  scirrhus  the  stroma  at  the  periphery  is 
imperfectly  fibrillated,  sometimes  quite  homogeneous, 
but  in  the  older  portions  the  fibrous  trabeculte  are 
very  distinct.  There  is  a  marked  relative  increase  as 
we  near  the  centre  of  the  growth,  for  as  the  cicatricial 
contraction  obliterates  the  vessels,  the  cells  atrophy 
and  the  stroma  shrinks,  so  that  the  alveoli  get  smaller 
and  smaller.  The  more  rapid  and  recent  the  growth 
the  moi'e  is  the  stroma  infiltrated  with  embryonic 
cells,  which  are  sometimes  so  numerous  as  to  hide 
the  matrix.  The  alveoli  vary  in  size  and  shape  from 
tlie  first,  but  are  for  the  most  part  fusiform,  and 
double  the  width  of  the  trabeculaj  bounding  them. 
They  are  not  closed  spaces,  as  they  at  first  sight  appear, 
for  they  constitute  a  system  of  intersecting  canals, 
which  can  be  seen  in  thick  sections  by  altering  the 
focus  of  the  microscope.  As  the  stroma  shrinks  they 
necessarily  diminish  in  size.   The  cells  filling  the  alveoli 
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are  variously  shaped,  round,  angular,  caudate,  etc.,  ac- 
cording to  the  extent  of  the  pressure  upon  them. 
Their  size  is  in  marked  contrast  with  the  indifferent 
corpuscles  of  the  stroma. 

Except  at  the  periphery,  the  blood-vessels  can  only 
be  seen  in  injected  specimens.  They  become  throm- 
bosed through  the  contraction  of  the  stroma.  In  the 
oldest  portions  of  the  growth  they  disappear,  from 
atrophy  of  their  walls.  It  is  said  that  by  the  aid  of 
nitrate  of  silver  the  lymphatics  can  be  traced  in  fresh 
specimens  into  the  alveoli. 

Any  fat  cells  met  with  in  the  tumour  belong  to 
the  tissue  invaded.  The  epithelial  cells  of  cancer 
never  become  distended  with  fat  drops.  In  this  way 
they  differ  from  some  cases  of  sarcoma. 

Encephaloid  cancers  have  exactly  the  same 
structural  arrangement  as  scirrhous,  but  differ  from  the 
latter  in  the  relative  amount  of  stroma  and  cells. 
They  are  usually  soft,  bi-ain-like  tumours,  though 
sometimes  they  are  moderately  firm  in  consistence. 
The  alveoli  are  larger  than  in  scirrhous,  and  the 
trabeculse  for  the  most  part  more  delicate.  Moreover, 
their  tendency  is  to  degenerate  and  soften;  in  fact, 
they  may  be  difSuent  in  the  older  portions,  or  even 
throughout ;  hence  hsemorrhages  into  their  substance 
are  common.  When  the  surface  becomes  ulcerated 
the  unrestrained  growth  protrudes  in  the  form  of 
"fungus  ha;matodes."  They  are  so  elastic  that  they 
often  give  a  sense  of  fluctuation.  In  colour  they  are 
yellowish-white,  mottled,  or  flecked  with  red;  here  and 
there  may  be  seen  patches  of  modena  hue,  from 
capillary  extravasations.  Blood-cysts  are  not  un- 
common. Usually  of  rapid  growth,  and  very  malignant, 
there  is,  nevertheless,  a  wide  range  in  morbid  appear- 
ances and  clinical  course. 

In  St.  Mary's  museum  is  a  specimen  of  encephaloid 
cancer  of  the  testicle,  removed  during  life;  it  is  firm 
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and  fibrous  in  one  half  its  bulk,  pultaceous  in  the 
other.  The  tumour,  as  large  as  a  foetal  head,  had 
been  growmg  for  four  years  without  any  signs  of 
thickening  of  the  cord,  secondary  growth,  or  con- 
stitutional taint. 

Both  scirrhous  and  encephaloid  yield  a  milky  juice 
on  scraping. 

Microscopy — The  alveoli  are  large,  and  round 
or  oval  in  shape,  rarely  narrow  and  fusiform  as  in 
scirrhus.     The  stroma  is  subject  to  great  ^-aviation 


a.  Epithelial  cells ;  6,  fibrous  stroma,   x  2G5.  ^     _      ^  j-iuico 

traversing  a  homo- 
geneous matrix.  It  may  be  almost  devoid  of  in- 
different cells,  or  thickly  strewn  with  them.  Tlie 
epithelial  cells  filling  tlie  alveoli  are  large.  They  are 
not  so  multiform  as  in  scirrhus,  for  the  intercellular 
substance  is  less  dense  and  more  copious  ;  and  hence 
the  cells  are  not  so  liable  to  alterations  in  shai)e  from 
pressure.  They  contain  large  nuclei,  one  or  more  in 
each  cell,  with  bright  highly  refractive  nucleoli. 
When  the  cells  are  undergoing  degeneration  fat 
particles  make  their  appearance  in  the  protoplasm. 
The  vessels  are  wide,  and  liave  very  thin  walls,  and 


both  in  nature  and 
extent.  It  gene- 
rally forms  delicate 
overarching  bands 
(Fig.  79,  b),  but  at 


Fig.  79.— Encephaloid  Cancer  of  the  Testicle. 


times  wide  dense 
trabeculse  can  be 
seen ;  but  even  then 
we  do  not  find  the 
shrunken  alveoli 
so  constant  in 
scirrhus.  It  may 
be  entirely  fibril- 
lated,  or  consist  of 
a  few   fine  fibres 
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from  defective  and  unequal  support  they  develop  am- 
puUary  dilatations.  These  frequently  rupture,  and 
give  rise  to  extravasation  of  blood. 

Adcnoiil  cancer;  columnar  epithelioma. 

— This  variety  afi'ects   the  stomach  and  intestines 
(especially  the  rectum),  the  bladder,  ovary,  cervix 
uteri,  nasal  fossse,  and  the  jaws.  In  the  lasfc-mentioned 
situation  it  starts  from  the  gums,  or,  in  the  case 
of  the  upper  jaw,  the  lining  membrane  of  the  antrum. 
The  pattern  is  exquisitely  alveolar,  like  a  piece  of 
mosaic.    The  stroma  is  now  scanty  and  delicate,  and 
Jijain  excessive  and  coarsely  fibrillated,  the  variation 
bemg  often    marked  in   the   same    specimen.  In 
some  parts  it  is  almost  free  from  corpuscles,  in  others 
crowded  with   small   round,  indiflFerent  cells.  The 
epithelial  cells  line  the  acini  with  great  regularity. 
They  are  lai-ge,  columnar,  and  have  bright  elono-ated 
nuclei  (Eig.  59).     Sometimes  they  become  distended 
with  mucin,  and    present  an   inflated  appearance. 
Ihe   tumour,  when  it  reaches  the  surface,  quickly 
ulcerates,  and,  being  very  vascular,  bleeds  profusely 
the  more  so  when  subjected  to  mechanical  irritation' 
e.g.,  by  the  passage  of  fasces  over  it. 

It  has  a  less  tendency  than  scirrhous  or  en- 
cephaloid  to  generalise  in  the  lymphatic  glands 
in  the  case  of  the  rectum  secondary  growths  are 
dissemmated  in  the  liver.  The  path  of  infection 
would  seem  to  be  along  the  branches  of  the  portal 
system.  These  secondary  growths  in  the  liver  possess 
the  same  glandular  disposition  and  shape  of  the 
epithelial  cells  as  the  primary  lesion. 

fl^nli         •°^'f.''f'^  ^   columnar   epithelioma  of 
the  bladder  m  which  the  alveoli  were  separated  by  a 
very  scanty  stroma,  and  the  cells,  arranged  in  super 
posed  columns,  completely  filling  the  spaces.  ^ 

in  the  jaws,  particularly  the  lower,  the  central 
cells  are  round,  or  angular  by  compression,  and  the 
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peripheral  columnar.  In  this  situation  the  new 
formation  is  almost  invariably  cystic,  and  it  is  note- 
worthy that  only  the  central  cells  undei'go  mucoid 
degeneration,  the  columnar  ones  at  the  periphery 
remaining  as  an  epithelial  lining  to  the  cysts  (Fig.  5). 
Here,  too,  the  interacinose  tissue  is  fibrous,  or  composed 
of  spindle-shaped  cells ;  in  the  latter  case  the  growth  has 
for  this  reason  been  mistaken  for  sarcoma.  Cystic 
epithelioma  of  the  jaw  is  slow  in  its  progress,  and  has 
but  little  tendency  to  involve  either  the  lymphatic 
glands,  or  the  internal  organs. 

Colloid  cancer  is  built  upon  the  same  structural 
type  as  scirrhous  and  encephaloid.  Jt  bears  a  close 
resemblance  to  the  latter  in  its  clinical  features,  being 
rapid  in  growth,  and  quickly  fatal.  It  selects  for  its 
ravages  many  different  tissues,  but  the  bulk  of  the 
cases  is  met  with  in  the  abdominal  viscera,  especially 
the  intestinal  tract  and  the  ovaries.  The  peritoneum 
is  often  seen  to  be  infiltrated  ;  but  on  the  assumption 
that  all  cancers  start  from  pre-existing  epithelium,  it 
must  be  granted  that  these  omental  and  mesenteric 
growths  begin  in  the  stomach,  intestine,  pancreas, 
or  liver,  since  the  epithelioid  lining  of  the  peritoneum 
belongs  to  the  connective  tissue  series.  The  open 
meshwork  of  the  serous  membrane  is  a  favourable 
ground  for  the  spread  of  the  disease,  riclily  provided 
as  it  is  with  blood-vessels  and  lymphatics. 

The  consistence  of  these  tumours  is  subject  to 
wide  variation,  but  for  the  most  part  they  are  very 
soft,  sometimes  diffluent.  When  springing  from  the 
ovary  they  may  be  mistaken  for  simple  cystic  for- 
mations. ,    1    ,  1 

Cancer  is  rare  in  the  thyroid  body,  but  when  it 
occurs  colloid  matter  is  seldom  absent.  In  this  way 
it  conforms  to  the  rule  that  most  of  the  morbid  changes 
found  in  the  gland  are  accompanied  by  colloid  degener- 
ation.   The  alveoli  are  larger  and  less  angular  than  in 
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scirrlius,  for  the  colloid  transformation  gives  rise  to 
an  increase  in  bulk,  and  this  expands  the  walls  of  the 
spaces,  and  rendei's  the  latter  globular  or  ovoid.  The 
degeneration  commences  in  the  cells.  First  a  drop 
appears  in  the  protoplasm,  and  as  it  enlarges  the 
nucleus  is  thrust  to  the  margin.  Finally,  nuclei  and 
cell  capsules  disappear.    The  change  advances  from 


Kg.  80.— Colloid  Cancer  of  the  Ovary. 

m""rpiu'"'i!w'  *•  <'P'I.  diste'idetl  with  (Irni.  „f  rolloiil  niatprial;  alveolus. 
^pn„M  ,  f,  nccnpiea  the  centre  have  disappeared,  and  in  their  nlaco  a 
f5.H  "TS^'Jl™"''  ""'^^  marked  hy  concentric  streaks  can  be  seen  The 
penpheral  cells  are  flattened  Xrom  the  pressure  of  the  TOlIoid  suhstancx^ 


the  centre  to  the  periphery,  and  the  outside  cells, 
prior  to  their  destruction,  become  compressed  and 
elongated,  and  occupy  a  concentric  position  (Fig.  80). 
The  stroma  undergoes  a  similar  alteration,  it  softens 
and  liquefies,  so  that  contiguous  alveoli  run  too-ether 
forming  festooned  cavities.  ■  ' 

These  anfractuous  spaces,  bounded  by  tracts  of 
hbrous  tissue,  give  an  alveolar  disposition  that  can  be 
seen  by  the  naked  eye.  The  secondary  growths  are  of 
the  same  nature  as  the  primary. 
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Squamous  epithelioma,  also  called  epithelial 
cancer,  in  contradistiaction  to  sciiThous  and  encepha- 
loid,  which  were  formerly  believed  to  be  connective 
tissue  tumours,  and  are  so  to  this  day  by  Comil  and 
Ranvier.  The  prevailing  idea  of  their  nature  negatives 
this  differentiation,  since  most  pathologists  maintain 
that  all  cancers  start  from  pre-existing  epithelium. 
There  can  be  no  question  but  that  this  is  the  caisS  with 
the  growths  under  consideration.  Whatever  their  strac- 
tiiral  relationship  may  be  to  other  forms  of  cancer, 
they  possess  certain  well-defined  anatomical  and 
clinical  characters.  They  are  found  for  the  most  part 
in  situations  that  admit  of  their  operative  treatment, 
and  they  illustrate  the  principle  that  local  irritation  is 
a  noteworthy  factor  in  the  etiology  of  malignant 
growths,  whether  this  be  in  the  form  of  a  precedent 
inflammatory  lesion,  e.g.,  syphilitic  ulcer  of  the 
tongue,  or  mechanical  friction,  as  from  a  sharp  tooth 
or  the  stem  of  a  pipe.  Their  tendency  to  develop  at  the 
junction  of  skin  with  mucous  membrane  is  well  known, 
but  this  is  explained  rather  by  the  coincidence  that 
these  are  the  very  places  most  exposed  to  irritation, 
than  by  any  inherent  disposition  of  the  epithelium  to 
perverted  growth.  That  the  surface  epithelivim  pre- 
ponderates in  the  lips,  e.g.,  as  age  advances,  is  no 
proof  that  its  nutritive  activity  is  greater.  The 
increase  is  relative  rather  than  absolute,  for  in  old 
people  the  connective  tissue  and  muscular  fibres 
waste.  The  favourite  situations  where  skin  and 
mucous  membranes  meet,  are  the  lips,  genital  organs, 
and  anus.  The  general  cutaneous  surface  is  by  no 
means  exempt;  the  face  and  back  of  the  hand  take 
the  lead,  unless,  perhaps,  we  exclude  tlie  skin  of 
the  leg,  where  some  simple  chronic  ulcers  at  length 
become  cancerous. 

The  mucous  membranes,  naturally  covered  with 
laminated  scaly  epithelium  {e.g.,  the  tongue,  cheek, 
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fauces,  oesophagus,  vagina,  and  cervix  uteri),  are  all 
liable  to  the  inroads  of  the  disease.  In  the  bladder 
the  deep  epithelial  cells  are  columnar,  and  the  super- 
ficial flattened ;  hence  in  this  viscus  both  squamous 
and  columnar  epithelioma  are  met  with.  Epithelioma 
of  the  scrotum  is  known  as  chimney-sweep's  cancer, 
it  being  thought  that  the  friction  of  the  sharp  par- 
ticles of  soot  keejDS  up  a  chronic  irritation;  and  some 
weight  is  given  to  this  view  by  the  fact  that  the  dis- 
ease is  less  common  than  formerly,  when  chimneys 
were  swept  by  climbing. 

The  first  effect  of  the  local  irritation  is  to  cause  a 
simple  inflammatory  hyperplasia,  and  this  may  go  on 
for  a  long  time  before  any  specific  epithelial  over- 
growth takes  place.  Eventually  this  does  happen,  and 
the  multiplication  of  cells  proceeds  from  the  deeper 
layers  of  the  epidermis  and  its  involutions— the  hair- 
follicles,  sebaceous  and  sweat  glands.  In  some  cases 
this  is  mainly  confined  to  the  surface— in  others  it 
infiltrates  the  structures  beneath.  There  is  great 
variety  in  this  respect. 

Rod-like  masses  of  epithelium  advance  in  the 
direction  of  least  resistance,  i.e.,  between  the  bundles 
ot  connective  tissue,  it  is  said,  in  the  lymphatic  spaces. 
It  this  be  so,  we  have  a  ready  explanation  of  specific 
infection  of  the  lymphatic  glands  next  in  order  to  the 
primary  growth.  These  epithelial  cylinders  send  off 
buds  m  various  dii-ections,  which  increase  at  the 
periphery,  and  thus  form  the  well-known  "epidermal 
g  obes  or  "epithelial  pearls."  Concentric  lamination 
ot  the  cells  explains  the  characteristic  "bird's  nest" 
appearance  on  section  (Fig.  81).  This  lamination  is  the 
result  of  pressure,  aided  by  the  shrinking  of  the  older 
epitheha  cells  as  they  become  horny ;  the'lattex  process 
IS  a  repetition  of  what  takes  place  physioloScSlv  ?n 
the  superficial  layers  of  the  epidermis^.  ^The  "  3s  " 
are  not  all  isolated  groups  of  cells,  but  many^e  tL 
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transverse  sections  of  the  down-growing  columns  above 
referred  to.  Some  are  microscopical,  but  others  can 
be  seen  by  the  naked  eye  as  yellowish  spots,  embedded 
in  the  indifferent  growth  that  surrounds  them.    As  the 


Vi'i.  81.— From  an  Epithelioma  of  tlie  Thumb, 
a,  Epithelial  "nest"  ;  h,  largo  polygonal  cc^ls  markcfl  b>-  flue  striatiolis  at  their 
'  ^  tiorders  ;  e,  indiaerent  tissue ;  d,  sweat  duct,   x  265. 


epithelial  cylinders  increase  in  size  they  project  from 
the  surface,  giving  it  a  granular  a])pearance.  -By 
pressure  they  can  be  squeezed  out  like  the  contents  ot 
a  sebaceous  gland.  The  peculiar  har.biess  of  this  form 
of  epithelioma  (useful  in  diagnosis)  is  due  to  the  corm- 
iicatiou  of  the  older  cells  in  the  same  way  that  tJie 
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epidermis,  witli  its  appendages,  the  hairs  and  nails, 
becomes  horny. 

_  Nosy  picro- carmine  with  an  excess  of  picric 
acid  stains  the  rete  mucosum  red,  and  the  cuticle 
bright  yellow;  and  as  the  same  chemical  changes  occur 
in  the  cell-columns  of  epithelioma  as  is  found  in 
the  normal  evolution  of  epidermis,  and  as  these 
columns  increase  in  width  mainly  by  the  addition  of 
new  cells  to  the  periphery,  it  follows  that  the  central 
cells  of  the  epithelial  nests  should  be  stained  yellow, 
and  the  outer  ones  red,  and  so  it  is  found  in  the 
greater  number  of  cases.  In  some,  however,  the 
central  cells  continue  to  enlarge  and  multiply,  whilst 
the  peripheral  ones  become  compressed  ;  the  result  is 
a  coUection  of  large  spherical,  polygonal,  or  oval  cells, 
surrounded  by  laminaj  of  flattened  epithelium. 

The  connective  tissue  and  other  structures  invaded 
by  the  proliferating  epithelium  show  an  irritative 
hyperplasia.  Indifferent  cells  crowd  the  stroma.  The 
old  blood-vessels  dUate  and  new  ones  are  formed  The 
niflammatory  new  formation  leads  to  softening  and 
ulceration.  The  destruction  progresses  from  without 
in.  In  some  cases  the  gi^owth  has  but  little  tendency 
to  spread  deeply,  but  gives  rise  to  large  branched 
projections,  termed  cauliflower  excrescences  The 
blood-vessels  being  less  compressed  than  in  the  infil- 
trating variety,  the  necrosis  of  tissue  is  not  so  great  • 
m  fact,  at  first  sight  it  is  difficult  to  say  whether  the 
tumour  be  a  papilloma  or  a  papillary  epithelioma. 
Uoser  exammation  reveals  some  invasion  of  the  tissues 
beneath  the  base  of  attachment,  and  perhaps  also 
ymphatic  enlargement.  A  parallel  case  is  furnished 
by  the  simple  villous  tumour  and  villous  cancer  of  the 
S  ulceration  and  sloughing 

nay  be,  the  constructive  process  is  always  greater 
han  the  destructive  ;  tha  epithelial  and  inflLmatory 
formation  is  heaped  around  the  ragged  margins  of  a 
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deeply  excavated  tilcer,  and  projects  in  nodules  from 
the  indurated  base. 

There  is  "great  variation  in  the  degree  of  malig- 
nancy. Some  cases  recur  rapidly  after  removal,  infect 
the  lymphatic  glands  early,  break  down  into  gangrenous 
sores  with  foul  discharge,  and  end  fatally  within 
twelve  montlis.  Others  take  years  to  run  their 
course,  and  some  are  completely  eradicated  by  ope- 
ration. The  more  vascular  the  tissue  affected  the 
graver  is  the  prognosis.  In  epithelioma  of  the  tongue 
and  mouth  the  general  emaciation  and  discomfort  are 
increased  by  the  pain  and  difficulty  in  swallowing,  and 
matters  are  not  mended  by  the  passage  of  decomposing 
discharges  into  the  stomach  and  lungs. 

Capillary  and  even  arterial  bleeding  from  ulcerated 
epithelioma  is  a  great  source  of  distress.  It  is  often 
difficult  to  stop,  and  it  recurs  after  short  intervals,  for 
the  blood-vessels  cannot  contract,  and  fresh  ones  are 
opened  by  ulceration  and  sloughing. 

The  secondary  deposits  in  the  lymphatic  glands 
have  the  same  liistological  characters  as  the  primary 
growth.    Infection  of  the  internal  organs  is  rarely  seen. 

Microscopy. — If  a  vertical  section  be  made 
through  the  margin  and  base  of  an  ulcerated  cutaneous 
epithelioma,  it  will  be  observed  that  the  cells  pass  in 
columns  into  the  subjacent  structures.  These  columns 
follow  the  course  of  the  hair  follicles,  sweat  ducts,  and 
sebaceous  glands.  They  are  not,  however,  confined  to 
them,  but  ramify  in  the  interstices  of  connective  tissue. 
Since  the  buddings  from  the  columns  lie  in  different 
planes  many  are  divided  transversely  and  obliquely, 
giving  one  the  idea  of  isolated  cell  masses.  The 
characteristic  arrangement  in  concentric  laminre  has 
already  been  alluded  to  as  the  result  of  lateral  pressure, 
and  shrinking  of  the  older  cells  from  cornilication. 
The  flattening  of  the  cells  is  in  parts  so  complete  that 
they  look  like  fibres.    Their  real  nature  is  manifest  ui 
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the  gradations  of  size  and  shape,  from  the  centre  to 
the  periphery  of  the  "epithelial  globes."  Moreover, 
they  can  be  isolated  by  the  aid  of  liquor  potassaj  and 
teazing.  The  epithelial  cells  adhere  firmly  to  one 
another  either  directly  or  through  the  medium  of  a 
scanty  intercellular  substance. 

Many  appear  to  interlock  by  fine  serrations  at 
then-  margms  (stachel  and  riff  cells)  (Fig.  81,  h). 
_    The  epithelial  masses  are  surrounded'by  connective 
tissue  studded  with  indifferent  cells. 
^     In  some  cases  it  is  very  scanty,  in  others  it  exceeds 
in  amount  the  epithelial  portion  of  the  growth.  The 
ground  substance  appears  homogeneous,  or  more  or  less 
perfectly  fibrillated.    The  extent  of  the  small-celled 
infiltration  varies  much  in  different  cases  :  generally 
speakmg  It  may  be  said  to  be  directly  proportionate  to 
the  rapidity  of  growth,  and  the  tendency  to  ulceration 
and  so  to  the  local  malignancy  of  the  disease.  ' 

The  epithelial  columns  enlarge  by  segmentation 
and  endogenous  formation  of  their  own  cells,  and  by 
the  conversion  and  appropriation  of  indifferent  cells  at 
the  margin  (Cornil  and  Ranvier). 

Blood-vessels  ramify  in  the  stroma,  but  do  not 
enter  the  epithelial  masses,  which  may  therefore  be 
said  to  be  extravascular. 

The  stroma  is  less  distinctly  alveolate  than  in  the 
otner  forms  of  cancer. 

^     The  individual  cells  are  very  large,  averaging 
inch  in  diameter.    They  do  not  show'sich  diversity  of 
outline  as  .n  scirrhous  and  encephaloid.  Cornification 
of  the  cells  IS  characteristic  of  this  form  of  cancer 
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Rodent  iilccr  may  be  conveniently  discussed 
here.  Until  lately  it  was  considered  to  be  distinct 
from  epitlielioma  in  its  structure  and  clinical  course. 
Paget  says  "it  does  not  contain  epidermal  globes,  nor 
any  other  elements  of  a  cancerous  nature ; "  but  later 
observations  have  shown  that  this  view  is  not  correct, 
and  that  too  great  a  similarity  exists  between  rodent 
ulcer  and  the  more  chronic  forms  of  epithelioma  to 
justify  its  being  regarded  as  other  than  "the  least  ex- 
pressed form  of  malignant  disease"  (T.  Fox). 

Rarely  beginning  before  the  fiftieth  year,  it  pursues 
a  steady  and  certain  course,  so  slow  that  after  several 
years  it  may  not  exceed  the  size  of  a  florin.  The 
lymphatic  glands  may  become  enlarged  from  simple 
irritation,  and  even  suppurate  (Moore),  but  they  are 
not  liable  to  specific  deposit  by  infection  from  the 
primary  growth.  In  its  ravages  rodent  ulcer  spares 
no  tissue,  not  even  bone.  Disseminated  nodules 
around  the  primary  lesion  are  generally  absent.  The 
older  central  part  of  the  ulcer  may  dry  up,  but  there 
is  little  or  no  approach  to  cica^tricial  contraction.  The 
face  is  the  favourite  locality,  though  the  disease  is 
met  with  in  other  situations.  The  cellular  elements 
composing  the  walls  and  base  are  for  the  most 
part  the  same  as  in  simple  chronic  ulcers,  but 
there  is  in  addition  a  decided  epithelial  proliferation. 
It  is  true  the  cells  are  smaller  than  in  ordinary 
epithelioma,  but  like  them  they  show  a  disposition, 
remote  though  it  be,  to  concentric  lamination.  The 
new  formation  commences  as  a  hyperplasia  of  the 
epithelial  cells  of  the  sebaceous  and  sweat  glands.  The 
rete  Malpighii  becomes  atrophied  by  the  pressure  of 
the  growth  beneath,  but  it  manifests  little  tendency  to 
active  change ;  this  is  in  marked  contrast  to  the  part 
It  plays  in  the  common  variety  of  epithelioma. 

Extensive  local  destruction  of  tissue  is  compatible 
with  the  most  perfect  genera;l  health. 
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Cancers  contrasted  with  sarcomas. — (1) 

According  to  Waldeyer,  Billroth^  and  most  English 
imthologists,  all   cancers  are  developed   from  pre- 
existing epithelium.    There  is  no  difference  of  opinion 
as  to  the  origin  of  epithelioma,  but  the  alveolar  form 
(scirrhous  and  encephaloid)  is  asserted  by  Cornil  and 
Rmvier  to  commence  in  a  proliferation  of  the  con- 
nective tissue  cells.    They  say  that  if  Prussian  blue 
be  uijected  into  the  tumour,  it  will  pass  along  a 
continuous  path  formed  by  cancerous  alveoli  and 
lymphatic  vessels,  and  that  the  same  arrangement  will 
be  observed  in  fresh  sections  stained  with  nitrate  of 
silver,  the  endothelial  connective  tissue  lining  of  the 
lymphatics  passing  directly  into  the  groups  °of  cells 
hlliug  the  alveoli.    In  this  way  they  account  for  the 
constancy  of  generaUsation  in  the  glands  first  in  order 
from  the  primary  growth ;  but  it  is  one  thing  to  show 
an    anatomical    cbnnection  between   the  cancerous 
elements  and  the  lymphatics,  and  another  to  prove 
that  one  springs  from  the  other.    Besides,  epithelioma 
which  begms  in  a  proliferation  of  epithelium,  also  pro- 
pagates Itself  m  the  next  absorbent  glands. 

T)Y.  Thin  has  shown  that  beneath  the  basement 
membraue  of  duct  cancer  there  is-  a  delicate  feltwork 
of  inter  acmg  elastic  fibres,  similar  to  that  described 
by  Henle  around  the  milk  ducts  of  the  breast 

ihis  anatomical  likeness  between  the  healthy  o-land 
tissue  and  the  carcinomatous  structure  lends  wei-ht 
to  the  assumption  that  scirrhus  of  the  breast  is  essen- 
tially an  epithelial  growth. 

Sarcoma  has  its  type  in  embryonic  tissue. 
•      {i)  Arranyemenl   of  constituent  elements  —  In 
alveolar  cancer  this  is  very  definite-,  the  cells  beinc^ 

rtltirr  "^-^^ 

like  a  labynnth,  forming  a  cavernous  structure  The 
stroma  bounding  these  spaces  consists  of  fibrous  tissue 
m  which  the  blood-vessels  are  distributed  ' 
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In  sarcoma  the  cells  are  embedded  in  a  ground 
substance,  homogeneous  or  iibrous.  The  bundles  of 
fibres,  when  present,  follow  the  course  of  the  vessels, 
and  do  not  arch  over  and  construct  alveoli.  The 
vessels  may  be  considered  as  one  great  system  of 
capillaries,  whose  wails  are  formed  of  the  cells  of  the 
tumour  itself. 

(3)  Mode  of  generalisation.— Csmcers  disseminate 
chiefly  by  the  lymphatics,  as  might  be  inferred  from 
the  close  anatomical  connection  between  them.  The 
infecting  material  of  sarcomas  is  conveyed,  in  the 
majority  of  cases,  directly  by  the  blood-vessels, 
and  the  secondary  growths  are  usually  found  in 
the  internal  organs.  Even  when  the  glands  are 
affected,  it  may  be  through  the  blood-vessels,  for  the 
intermediate  lymphatics  are  not  always  infiltrated. 
Moreover,  the  glands  may  be  attacked  by  a,  con- 
tinuous invasion  from  the  primary  growth,  and  not 
specially  through  the  lymph  channels.  And,  again, 
the  initial  cause  of  the  disease  in  some  cases  selects 
the  lymphatic  glands  for  its  ravages,  so  that  it  is  not 
a  question  of  dissemination  at  all. 

(4)  Encapsulation. — When  sarcomas  spring  from 
fascife,  the  sheaths  of  muscles,  and  some  oth^er  struc- 
tures, they  often  present  a  well-defined  capsule,  and 
can  be  shelled  out  of  their  bed,  except  at  their 
base  of  attachment,  and  the  slower  the  growth  the 
more  easily  can  this  be  done.  Cancers,  on  the  other 
hand,  infiltrate  the  surrounding  tissue,  showing  a 
complete  absence  of  a  true  capsule,  unless  it  be  by 
chance  derived  from  the  fibrous  tissue  of  an  organ 
destroyed  by  the  growth,  e.g.,  the  testicle.  In  many 
cases  sarcomas  appear  as  indefinite  in  outline  as 
cancers.  This  is  well  seen  in  the  bones  and  m  the 
internal  organs,  so  too  much  stress  must  not  be  laid 
on  this  difference  between  the  two  groups  of  tuuioui>\ 

(5)  'Wking  them  all  together,  it  may  be  affirmed 
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that  sarcomas  are  less  liable  to  recur  after  removal, 
but  the  more  malignant  vie  M'ith  cancers  in  this 
respect,  whilst  in  the  extent  and  the  early  period  of 
their  generalisation  they  sometimes  outstrip  them. 

(6)  Cachexia. — It  is  by  no  means  rare  to  find  a 
sarcoma  of  enormous  size,  the  patient  being  in  good 
general  health ;  whereas  the  constitutional  signs  of 
cancer  are  generally  well  marked,  and  often  at  an 
early  stage,  so  much  so  that  a  cachectic  appearance 
is  a  valuable  aid  to  diagnosis.  When,  however,  the 
generalisation  of  sarcoma  is  extensive,  and  still  more 
when  the  primary  growth  has  ulcerated,  the  wasting 
of  the  body  and  sallowness  of  the  skin  are  very 
manifest. 

(7)  Age  of  the  patient. — Sarcomas  are  prone  to 
occur  earlier  in  life  than  cancers,  which  seems  Qnly 
natural,  considering  they  are  formed  upon  the  type  of 
embryonic  tiss\ie,  which  is  indiflJerent  in  structure, 
and  possessed  of  great  nutritive  and  formative  activity! 
This  difference  only  holds  good  within  certain  limits, 
for  the  majority  of  cases  of  malignant  disease  of  the 
testis,  both  cancerous  and  sarcomatous,  occur  between 
the  ages  of  thirty  and  forty-five  (Butlin) ;  but  even 
here  there  is  a  greater  liability  to  sarcoma  than  to 
cancer  durmg  the  first  decade  of  life. 

(8)  Nutritive  changes.—Sarcomas,  consisting  as 
they  do  of  unstable  developmental  tissue,  are  liable  to 
greater  variation  from  secondary  changes  than  cancers 
whether  It  be  towards  a  higher  phase  of  evolution,  as 
m  the  tendency  to  form  cartilage  or  bone,  or  to  a 
decline  in  vital  activity,  as  in  calcification  and  the 
tormation  of  cysts  from  mucoid  softening  •  or  to  a 
perversion  of  normal  nutrition,  as  when  th;y  become 

^^^^^^^  ''-^^ 

(9)  When  quite  fresh,  sarcomas  do  not  yield  a 
lactescent  jtuce  on  scraping,  but  soon  after  removal 
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a  liquefaction  of  the  intercellular  substance  takes 
place,  and  the  cells  are  thus  loosened  from  one 
another.  Then  a  milky  fluid  can  be  easily  obtained, 
certainly  within  twelve  hours. 

Speaking  broadly,  sarcomas  are  not  so  malignant 
as  cancers,  but  they  differ  from  them  less  in  this 
respect  than  do  the  various  forms  of  sarcoma  amongst 
themselves  \  e.g.,  a  round-celled  subperiosteal  sai'coma 
of  a  long  bone  may  end  fatally,  with  all  the  signs  of 
malignancy,  within  six  months,  whilst  a  central 
myeloid,  after  amputation  of  a  limb,  may  neither  recur 
locally  nor  in  distant  parts. 


APPENDIX  A. 


Cell  multiplication. — There  are  three  ways  in 
which  cells  multiply:  (1)  by  primary  segmentation  or 
division ;  (2)  by  gemmation  or  budding ;  and  (3)  by 
endogenous  formation. 

Primary  segmentation. — It  was  formerly  held  that 
the  nucleoli  first  underwent  constriction  and  division, 
that  similar  changes  followed  in  the  nucleus,  to  be 
again  repeated  in  the  protoplasmic  cell  mass. 

The  process  of  cleavage  of  the  nucleus  was  believed 
to  be  "  direct "  ;  that  is  to  say,  it  took  place  without 
any  recognisable  structural  alteration  of  the  con- 
stituent nuclear  substance.  The  researches  of  Flem- 
ming  and  Strasburger  seem  to  show,  however,  that 
this  view  is  not  correct.  According  to  the  former 
obseiwer,  the  nucleoli  do  not  divide  at  all,  but  when 
division  of  the  nucleus  is  imminent  they  dissolve.  To 
understand  the  series  of  metamorphoses  involved  in 
nuclear  division  it  is  necessary  to  bear  in  mind  the 
minute  anatomy  of  the  nucleus  in  its  quiescent  or 
restmg  state.  In  the  first  place- there  is  a  limiting 
membrane  enclosing  a  dense,  highly  refractive  sub- 
stance and  a  colourless  intermediate  juice.  The 
nuclear  substance  contains  nucleoli,  granules  and 
filaments,  which  are  often  arranged  in  a  retiform 
manner. 

When  the  cells  multiply  the  nucleoli  disappear  : 
the  nuclear  substance  proper  assumes  the  form  of  a 
network  of  interlacing  threads,  the  so-called  "coil 
torm   ;  the  filaments  increase  in  thickness,  become 
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less  convoluted  (tlie  '^wreath  form  ") ;  tlien  an  "aster" 
or  stai--like  arrangement  is  obtained,  the  rays  of  which 
divide  lengthwise  ;  next  the  filaments  collect  into  two 
polar  groups  of  "basket  form,"  with  an  intermediate 
transi)areut  equatorial  plate  (Strasburger's  cell-plate) ; 
the  "basket  form"  passes  to  the  "stellate";  the 


Fig.  82. — Indirect  Cell-Division. 

A,  Cell  with  resting  nucleus  ;  b,  coil  fnrm  of  mother  nucleus  ;  c,  wreath  form 
showiiiH  the  central  and  peripheral  loops,  some  of  them  broken  through; 
D,  star  form  with  free  rays,  showing  the  filaments  in  the  act  of  gpliitinj.' ;  B 
fine-rayed  star  form  ;  F,  nucleus  with  equatorial  plate,  divisiim  into  polar 
segments;  G,  half-barrel  or  half-spindle  form,  a  Strashnrper's  equatorial 
cell-plate  ;  H.  star  form  of  daughter  nucleus  ;  i.  wreath  form  ;  K,  coil  form  ; 
L,  resting  nucleus  with  network.  (Copied  from Ziegler's  "General  Patholo- 
gical Anatomy.") 

stellate  to  the  "  w^reath  " ;  the  \vi-eath  to  the  "  coil  "  ; 
the  coil  to  the  "  retiform " ;  and  thus  the  cycle  of 
transformations  (so  far  as  the  nucleus  is  concerned)  is 
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completed.  Meanwhile,  the  cell  mass  contracts  be- 
tween the  ^'asters  "  until  the  bond  which  unites  them 
is  sevei'ed. 

This  subdivision  is  called  "  indirect,"  inasmuch  as 
it  essentially  depends  upon  the  peculiar  behaviour  of 
the  nuclear  filaments  above  described. 

Gemmation  is  very  like  to  "  indirect  division." 
The  only  difference  is  that  a  bud-like  process  of  the 
cell  protoplasm  is  thrust  out  previous  to  the  segmenta- 
tion of  the  nucleus. 

This  process  receives  the  daughter  nucleus  and  then 
detaches  itself  from  the  parent  cell. 

Endogenous  formation. — It  has  been  already  stated 
that  multinucleated  giant  cells  originate  in  a  con- 
fcuiued  multiplication  of  nuclei,  whilst  the  cleavage  of 
the  surrounding  protoplasm  is  arrested. 

In  endogenous  proliferation  some  of  the  proto- 
plasm is  collected  about  the  several  nuclei,  and  a 
clear  space  is  left  between  the  new  cells  and  the 
remaining  protoplasm  of  the  mother  cell.  The  whole 
is  called  a  "  brood  cell." 

This  method  of  multiplication  is  seen  in  inflamed 
mucous  membranes  and  cartilage,  and  in  the  granula- 
tions of  healing  ulcers. 
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MICRO-OEaANISMS  AND  SUEGICAL  DISEASES. 


The  vegetable  organisms  which  affect  the  human 
body  may  for  clinical  purposes  be  classed  under  three 
heads : — 

(1)  The  true  parasites  which  possess  a  purely  local 
action.  Of  these  the  most  important  are  (a)  the  fungi 
found  on  the  surface  of  the  body  in  certain  cutaneous 
disorders,  e.g.  ringworm  ;  and  (6)  the  plant  which 
causes  the  diseased  condition  termed  Actinomycosis, 
to  be  afterwards  described. 

(2)  The  organisms  which  thrive  in  putrescible 
fluids  and  tissues  and  in  them  set  up  a  fermentative 
change  with  the  evolution  of  stinking  gases,  and  the 
formation  of  chemical  substances  having  local  irritative 
and  genei^al  toxic  properties.  They  are  known  under 
the  names  Bacteria,  Saprophytes,  and  "Carrion  fungi." 

(3)  The  organisms  which  invade  the  living  tissues 
and  develop  in  them  specific  infective  processes.  The 
following  discussion  will  be  confined  to  the  tvfo  latter 
groups.  Taking  these  together  it  may  be  afhrmed 
generally  that  they  are  devoid  of  chlorophyll,  absorb 
oxvgen,  and  excrete  carbonic  acid. 

The  term  bacteria,  is  sometimes  used  in  a  waj'  to 
cover  groups  (1)  and  (2),  and  sometimes  in  a  more 
restricted  sense  including  only  the  organisms  which 
induce  putrefaction  tis  indicated  above.  Cohn  employs 
the  former  metliod  as  a  basis  of  classification  and 
divides  the  bacteria  or  schizomycetes  according  to  their 
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shape  into  («)  viicrohacteria  (bacteria  proper),  (b) 
spliEerobacteria  (micrococci),  (c)  desraobacteria  or  filo- 
bacteria  (bacilli),  and  (d)  spivobacteria  (spirilla).  This 
plan  will  be  adopted  here  as  being  the  aimjDlest  and 
most  comprehensive. 

The  niicrobacteila  or  bacteria  proper  are 
cylindrical  rods,  the  length  of  which  does  not  exceed 
double  their  breadth.  They  are  mostly  single  or 
arranged  in  pairs,  rarely  forming  chaplets  or  strings, 
thus  contrasting  strongly  with  bacilli.  Very  frequently 
they  are  massed  together  (zoogloea)  in  a  copious 
gelatinous  substance.  They  are  motile,  the  movement 
being  of  an  oscillating  or  rotatory  character.  They 
are  easily  destroyed  by  heat  and  chemical  reagents, 
such  as  perchloride  of  mercury,  iodine,  etc.  So  far  as 
is  known  their  mode  of  reproduction  is  simply  by 
cleavage  or  subdivision.  Whilst  they  are  the  active 
agents  in  setting  up  putrefaction  in  dead  matter,  they 
soon  perish  .when  brought  into  contact  with  the  cir- 
culating blood  and  living  tissues,  and  in  this  way  they 
differ  notably  from  micrococci  and  bacilli. 

The  conditions  requisite  for  their  development  and 
activity  are  the  presence  of   dead  animal  matter, 

oxygen,  and  moisture,  and  a  suitable  temperature  

that  of  the  body  being  very  favourable.  The  question 
whether  bacteria  are  simple  fungi  which  have  developed 
virulence  in  putrescible  tissues  and  fluids,  or  are 
specific  organisms  ab  initio,  is  undecided. 

A  simple  way  of  demonstrating  them  is  to  filter 
decomposing  pus  through  wet  blotting  paper  on  to  a 
glass  slide.  The  drop  of  fluid  obtained  should  be 
evaporated  to  dryness  by  gentle  heat.  The  dried 
material  is  then  to  be  stained  with  logwood  or  methyl- 
violet  for  about  half  a  minute.  The  staining  fluid  is 
now  poured  off  and  the  slide  again  heated  to  dryness 
Warm  Canada  balsam  is  to  be  dropped  on  to  the 
coloured  spot  and  a  cover  slip  placed  over  it 
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Thespliscrobacteriacomprisetwogenera;  micro- 
coccus and  sarcina  Micrococci  are  extremely  minute 
spherical  bodies,  being  not  more  than  ^^-^  to 
m.  in  diameter.  They  may  occur  singly,  but  frequently 
they  are  grouped  in  pairs  (diplococci),  or  in  chaplets 
(streptococci),  or  in  clumps  or  colonies  (zooglcea  masses). 
They  do  not  possess  spontaneous  movement.  They  pro- 
pagate by  cell  division.  Unlike  bacteria  proper  and  bacilli 
they  do  not  elongate  into  ends  or  filaments.  The  solid 
tissues  and  the  lymphatic  vessels  are  their  chief  habitats. 
This  form  of  organism  is  found  in  septicemia,  erysipelas, 
infective  osteomyelitis  and  periostitis,  infective  endo- 
carditis, diphtheria,  and  other  specific  diseases. 

The  desmobacteria,  tilobacteria,  or  bacilli,  are 
rod-like  bodies.  Whilst  they  resemble  the  micro- 
bacteria  or  bacteria  proper  in  their  individual  shape  and 
longitudinal  growth,  they  difi"er  from  them  (1)  in  that 
their  length  is  at  least  double  their  breadth  and 
frequently  many  times  exceeding  it;  (2)  in  that  though 
sometimes  motile  they  are  usually  stationary  ;  (3)  and 
in  that  they  multiply  by  the  formation  of  spores  as 
well  as  by  cell  division. 

The  chief  diseases  with  which  they  are  identified 
are  : — Malignant  pustule  or  anthrax  ;  tuberculosis  ; 
and  leprosy. 

The  spirobacteria. — The  only  organism  of  this 
group  that  possesses  any  clinical  significance  is  the 
spirocliEeta  (spirillum)  Obermeyeri,  which  is  found  in 
the  blood  of  patients  sufiering  from  relapsing  fever. 
They  have  long,  closely-set  spirals.  They  are  present 
only  during  the  paroxysms  of  the  fever.  This  would 
seem  to  show  that  the  fungus  propagates  by  spore- 
formation,  and  that  certain  stages  of  its  development 
coiTespond  to  the  successive  intervals  of  the  fever. 
Their  movement  in  the  blood  stream  is  so  active  that 
occasionally  they  may  be  seen  to  displace  the  red 
corpuscles  in  their  course. 
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As  regards  the  property  of  spontaneous  movement 
it  may  be  said  that  the  microbacteria  or  bacteria 
proper  and  the  spirobacteria  are  motile ;  that  the 
sphserobacteria  or  micrococci  are  motionless  ;  and  that 
the  desmobacteria  or  bacilli  are  usually  so,  although 
occasionally  some  forms  are  observed  to  oscillate. 

Biology  of  micro-oi-ganisms. — There  are  con- 
stantly large  numbers  of  microscopic  organisms  passing 
in  and  out  of  the  body  without  causing  any  harm,  and 
on  this  account  they  are  termed  non-pathogenic  in 
contradistinction  to  others  which  are  known  to  set  up 
morbid  action  in  the  tissues  and  juices  of  the  body, 
and  are  hence  designated  pathogenic. 

To  get  some  definite  picture  of  the  method  in  which 
pathogenic  fungi  act  banefuUy  on  living  animal  tissues 
and  fluids,  it  may  be  useful  to  sketch  briefly  some  of 
the  conditions  of  life  of  vegetable  micro-organisms  in 
general.  In  the  first  place  there  are  certain  requisites 
for  their  active  de\'elopment  and  functional  activity. 
Amongst  these  are  (1)  suitable  nutritive  material  in 
the  form  of  inorganic  salts  and  organic  animal  and 
vegetable  matter  to  furnish  carbon,  hydrogen,  and 
especially  nitrogen.  (2)  Moisture  is  another  essential 
condition.  It  is  a  well-known  fact  that  the  presence 
in  excess  of  the  proper  nutrient  substances  of  an 
organism,  by  withdrawing  water,  will  put  a  stop  to  its 
growth;  thus  sugar  in  large  quantity  prevents  pre- 
served fruits  from  undergoing  fermentative  chano-e. 
Some  organisms  require  more  water  than  others  ;  e.g. 
mould  fungi  can  thrive  where  there  is  little  moisture, 
whilst  the  yeast  plant  and  bacteria  only  do  so  where  it  is 
abundant.  (3)  Free  oxygen  is  necessary  in  almost  all 
substances,  and  absolutely  so  in  many.  The  bacillus 
anthracis  cannot  develop  without  it,  although  its  fila- 
ments, and  more  notably  its  spores,  may  exist,  so  to 
speak,  m  a  state  of  suspended  animation  for  months 
or  years  even  though  completely  desiccated.  Tlie 
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rlevolopment  of  malignant  pustule  and  antliracasmia  in 
tanners  and  wool-sorters  is  evidence  of  this.  Those 
organisms  which  are  dependent  on  oxygen  for  their 
active  growth  are  called  aeroUous,  whilst  those  tliat 
can  do  without  it  are  termed  anaerobious.  According 
to  Pasteur,  bacterium  termo,  the  active  organism  of 
putrefaction,  if  so  placed  as  to  be  able  to  set  up  fer- 
mentation can  develop  in  its  absence.  It  is  certain, 
however,  that  for  putrefaction  to  proceed  actively  free 
oxygen  must  be  present.  (4)  Although* varying  through 
a  wide  range  of  temjoerature,  micro-organisms  perish 
under  the  extremes  of  heat  and  cold.  Fluid  containing 
the  bacterium  termo  becomes  sterilised  if  kept  at  65° 
C.  for  some  time.  In  the  case  of  those  organisms  which 
produce  spores,  the  latter  are  less  easily  destroyed  by 
heat  than  the  rods  or  filaments.  {See  page  90.)  At  a 
temperature  of  5°  0.  all  organisms  cease  to  grow 
(Ziegler)  although  they  may  still  survive. 

The  presence  of  foreign  or  non-nutrilive 
substances  is  of  great  importance.  Some  do  not 
act  harmfully,  whilst  others,  e.g.  bichloride  of  mercury, 
ai*e  jjositively  germicidal.  It  is  an  interesting  fact 
that  in  many  cases  the  product  of  the  fermentative 
process  set  up  by  an  organism  may  prevent  further 
development  and  activity  of  the  fungus;  thus  in  vinous 
fermentation  when  the  resulting  alcohol  is  in  quantity 
the  yeast  plant  ceases  to  grow.  J udging  from  analogy, 
it  is  reasonable  to  infer  that  the  organisms  of  some  of 
the  specific  diseases,'  e.g.  scarlet  fever,  m.ay  generate  a 
substance  in  the  body  which  is  inimical  to  their 
vitality.  It  is  true  the  definite  course  of  many  specific 
diseases  may  be  explained  in  another  way,  viz.  that 
in  a  given  time  the  organism  may  have  exhausted  the 
pabulum  on  which  its  continued  vital  activity  depends. 

If  different  organisms  be  present  in  the  same 
nutrient  fluid,  some  may  act  detrimentally  to  otliers, 
either  by  reason  of  their  having  a  greater  affinity  for 
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the  nutrient  material,  or  because  their  conditions  of 
life  are  incompatible.  If  the  agents  of  lactic  acid, 
vinous,  mould,  acetous,  and  putrefactive  fermentations, 
be  all  put  into  a  solution  of  sugar,  we  can  under 
certain  conditions — several  of  which  are  naturally 
consecutive— obtain  the  corresponding  fermentations 
in  the  order  given  although  they  will  not  go  on 
simultaneously.  The  germs  exciting  pathological 
phenomena  are  in  some  instances  mutually  opposite  as 
regards  their  conditions  of  life.  TIius  whilst  bacterium 
termo  perishes  when  brought  into  contact  with  living 
tissues  and  fluids,  the  bacillus  of  anthrax  is  destroyed 
when  placed  in  putrefactive  media. 

A  modification  of  the  nutrient  matenal  in  quantity, 
or  quality,  or  both,  may  explain  why,  if  two  individuals 
be  exposed  to  the  poison  of  a  specific  disorder  at  the 
same  time,  one  may  escape  and  the  other  not ;  and  in 
the  event  of  both  being  infected,  why  the  disease  should 
develop  with  greater  severity  in  the  one  case  than  in 
the  other.  Again,  it  is  known  that  the  virulence  of 
the  specific  fevers,  e.g.  scarlatina,  varies  in  different 
epidemics  so  that  we  have  what  are  termed  severe  and 
mild  types  of  the  aflfection.  This  variation  in  the 
morbific  action  of  the  virus  may  be  due  to  the  patho- 
genic organism  meeting  with  circumstances  more  or 
less  favourable  to  its  full  development 

K^'ll''"^*'*  imliiced  ill  the  nutrient 
meuia  by  the  agency  of  microscopical  organisms  is  of 
the  highest  importance  from  a  pathological  point  of 
?  '".^^^  generally  conceded,  both  in  the  case 
of  putrefaction,  and  of  the  chemical  changes  taking 
place  m  living  tissues  and  fluids  when  attacked  b? 
pathogenic  fungi  that  the  process  is  primarilv  and 
essentially  one  of  vegetative  fermentation.  On  this 
hypothe.sis  the  organisms  in  question  are  termed 
M-medor  orjjam.ed  fermenls  in  contradistinction  to 
the  morgatnsed  ferments,  e.g.  ptyaline,  pancreatine, 


S2S  Surgical  Pathology. 


etc.  As  the  ferments  develop  they  abstract  chiefly 
nitrogen,  carbon,  hydrogen,  and  oxygen,  from  the 
nutritive  fluid,  besides  mineral  constituents.  The  pro- 
ducts of  the  fermentation  are  simple  and  definite  in 
some  instances,  as  when  sugar  is  converted  into 
alcohol.  In  others,  especially  when  the  nutritive 
material  is  richly  nitrogenous,  they  are  more  varied 
and  complex.  Thus  in  putrefactive  decomposition 
efiected  by  the  agency  of  bacterium  termo,  besides 
numerous  nitrogen  bases — leucin,  tyrosin,  amines, 
etc., — we  get  bodies  termed  ptomaines  or  cadaveric 
alkaloids.  The  poisons  contained  in  tinned  meats  are 
believed  to  be  of  the  nature  of  the  latter. 

The  formed  ferments  can  set  free  unorafanised 
ferments ;  and  probably  the  toxic  symptoms  in  sep- 
ticaemia are  dependent  not  alone  on  the  poisons  pri- 
marily developed,  but  also  on  the  products  of  the 
decompositions  superinduced  by  the  agency  of  these 
unorganised  ferments. 

The  primary  products  of  putrefactive  fermentation 
of  albuminoids  readily  undergo  further  changes  if  the 
supply  of  oxygen  is  plentiful.  On  the  other  hand,  if 
it  is  deficient,  we  find  sulphuretted  hydrogen,  indol, 
etc.,  in  excess. 

There  is  good  ground  for  the  belief  that  micrococci 
do  not  give  rise  to  putrefaction. 

The  experimental  researches  of  Pasteur  and  others 
have  demonstrated  the  fact  that  some  organised  patho- 
genic fungi  can,  by  special  conditions  of  cultivation, 
be  endowed  with  the  pi^operty  of  causing  other  than 
their  usual  kinds  of  fei-mentation.  This  phenomenon 
is  capable  of  explanation  in  one  of  two  ways:  (1) 
either  the  methods  employed  serve  to  bring  into 
activity  latent  potential  properties  of  the  organisms  ; 
or  (2)  the  organisms  have  not  a  fixed  individuality. 
The  theory  of  the  "mutability  of  bacteria"  (whicli 
assumes  some  primary  forms  or  species  ready,  under 
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favourable  circuDj stances,  to  pass  by  transitional 
stages  into  other  recognised  varieties)  is,  in  the  author's 
opinion,  based  on  eiTors  of  observation  natural  in  the 
examination  of  such  minute  bodies.  Weiglit  is  lent 
to  this  opinion  by  the  fact  that,  in  some  infective 
diseases  {e.cj.  anthrax :  tuberculosis)  the  organisms, 
which  are  large,  always  possess  the  same  physical 
features,  and  cause  the  same  pathological  changes 
after  repeated  cultivations  in  nutritive  media. 

By  varying  the  conditions  of  cultivation  a  virus 
may  acquire  greater  or  less  virulence.  It  may 
become  more  active,  or  be  rendered  so  attenuated  that 
it  is  capable"  only  of  sloAvly  exhausting  the  media  in 
which,  in  its  more  potent  state,  it  would  develop 
with  vigour.  The  protection  obtained  by  repeated 
inoculations — with  the  attenuated  poison,  depleted  or 
marasmic  organisms— of  hydrophobia  and' anthrax  is 
possibly  thus  explained. 

On  immunity  and  susceptibility  of  tiie 
living:  tissues  and  fluids  to  the  action  of 
microscopical  orgfanisnis. — Microscopical  fungi 
are  widely  distributed  in  the  air,  water,  and  in  solids 
taken  as  food,  and  must  constantly  gain  admission  to 
the  body  in  vast  numbers.     Why,  then,  do  they 
develop  within  it  with    such    comparative  rarity? 
Ma,ny  do  not  find  a  fitting  soil  (non-pathogenic  bac- 
teria), and    consequently   are  either  destroyed,  de- 
posited, or  excreted.    The  conditions  necessary  for 
their  development  are  :  (1)  the  vital  properties  of  the 
organisms  themselves;  (2)  a  predisposition  on  the  . 
l)art  of  the  system  of  the  recipient.    Living  healthy 
tissues  are  hostile  to  bacterial  growth,  but  they  may 
not  be  able  to  prevent  it.    Anything  which  depresses 
the  vitality  of  the  animal  organism  favours  the  in- 
roads of  pathogenic  fungi,  hence  we  find  them  select- 
ing by  preference  tissues  whose  circulation  happens 
to  be  defective  —  tracts  of  diminished  resistance 
I  1—2 
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In  wounds  and  necrosed  tissues — the  maximum 
of  diminished  resistance — we  have  the  essential 
field  for  bacterial  putrefactive  fermentation.  There 
are  some  variations  of  susceptibility  which,  although 
proved  experimentally,  are  not  as  yet  explained. 
These  have  reference  to  the  species  of  animal  in- 
oculated, and  age.  As  far  as  is  known,  the  spirillum 
of  relapsing  fever  will  only  develop  in  human  beings 
and  monkeys.  Mice  easily  become  infected  with  the 
virus  of  anthrax,  whilst  rats  enjoy  great  immunity 
from  it. 

As  regards  the  specific  fevers,  most  of  them  select 
the  periods  of  childhood  and  youth.  Typhoid  has  a 
preference  for  young  adults.  Tuberculosis  is  mostly 
met  with  before  mature  manhood,  or  late  in  life,  when 
the  "  second  phthisical  wave  "  sweeps  over  tissues  in  a 
state  of  senile  degeneration.  In  some  cases  a  previous 
attack  confers  greater  or  less  immunity,  in  others 
none.  Protection  when  obtained  may,  as  before  re- 
marked, be  due  to  the  exhaustion  of  the  pabulum  or 
nutritive  matter  necessary  to  the  development  of  the 
organism.  It  is  possible  that  the  product  of  the  fer- 
mentative action  of  the  fungus  may  act  as  a  deterrent 
against  further  fermentative  action.  The  protection 
may  be  abiding,  as  in  syphilis  and  small-pox  ;  or  very 
transient,  as  in  erysipelas. 

Cliang^es  effected  by  the  organisms  in  the 
tissues  and  blood.— Micro-organisms  act  dele- 
teriously :  (1)  by  withdrawing  nutriment  from  the 
system ;  (2)  by  abstracting  oxygen,  and  thus  inter- 
fering with  the  normal  metabolism  of  the  tissues ;  (3) 
by  developing  a  poison  in  their  own  nutrient  material, 
which  may  cause  toxic  symptoms,  as  in  septicaMuia ; 
(4)  by  attacking  the  protoplasm  of  the  tissue  elements, 
and  so  altering  their  nutritive,  formative,  and  func- 
tional activities  ;  (5)  by  setting  up  inflammation,  either 
directly  by  their  own  irritant  properties,  or  secondarily 
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by  means  of  unorganised  ferments  set  free  during,  and 
owing  to  their  development  and  growth.    It  has  been 
shown,  that  if  several  non-pathogenic  ferments  are 
present  at  the  same  time,  one  will  develop  to  the 
detriment  of  the  vital  activity  of  the  others,  and,  it 
may  be,  to  their  destruction  ;  and  it  is  not  unreasonable 
to  suppose  that  a  fathogenic  ferment  may  in  like 
manner  act  upon  the  living  tissues,  which  may  be 
likened  to  aggregations  of  organisms.    The  equilibrium 
of  normal  metabolism  may  be  disturbed,  in  consequence 
of  the  pathogenic  ferments  causing  different  dynamic 
and  chemical  changes  in  the  tissues  and  fluids  of  the 
body  respectively.    If  this  really  obtains,  there  would 
of  course  ensue  a  corresponding  disturbance  of  healthy 
function.    Each  fungus  has  a  proclivity  to  attack 
certam  groups  of  tissues,  and  the  outcome  of  this 
selective  affinity  is  the  so-called  specific  lesion  of  the 
disease.     Some  pathogenic  fungi   {e.g.  the  Bacillus 
anthracis)  flourish  best  in  the  circulating  blood  ;  whilst 
others  (e.g.  Septicjemic  micrococci,  and  the  Bacillus 
tuberculosis)  choose  in  preference  the  solid  tissues  for 
then- ravages.    The  micrococcus  of  erysipelas  invades 
especially  the  lymphatics.    The  inflammation  caused 
by  the  germs  or  their  fermentative  products  may 
result  m  acute  suppuration  and  necrosis,  as  in  infective 
osteomyelitis ;   or  in  the  formation  of  granulation 
tissue,  as  m  tuberculosis.    It  is  said  that  the  accumu- 
„  o  fi    ,  "^^'^^^'^atory  cells  may  bar  the  further 
growth  of  the  fungus.    This  hypothesis  would  explain 
the  obsolescence  of  tuberculous  nodules. 


532 


APPENDIX  C. 

ACEOMEGALY. 

Acronicgaly  (Marie),  as  the  name  indicates,  is 
a  disease  characterised  by  enlargement  of  the  distal 
segments  of  the  body.  It  may  be  regarded  as  a  dis- 
order of  nutrition  affecting  especially  the  tissues  of 
the  hands,  feet,  face,  and  the  cartilages  of  the  larynx, 
nose,  ear,  and  eyelids.  In  certain  of  its  features  it 
resembles  myxoedema  and  ostitis  defoi-maiis,  but  it 
has  well  marked  differences  which  justify,  in  our 
present  state  of  knowledge,  the  malady  as  being  con- 
sidered sui  generis.  The  principal  lesion  of  nutrition 
is  a  slowly  progressive  hypertrophy.  This  is  most 
marked  in  the  hands  and  feet  and  lower  part  of  the 
face.  Both  the  hard  and  soft  tissues  are  involved, 
but  the  bones  suffer  most.  As  a  rule  the  legs,  fore- 
arms, and  arms  enjoy  immunity,  bat  occasionally  the 
natural  bony  prominences  are  enlarged.  Usually  the 
disease  is  bilaterally  symmetrical.  Although  there 
is  increase  in  the  connective  tissue,  there  is  not,  as  in 
myxoedema,  any  excess  of  mucin.  The  skin  mostly 
retains  its  normal  appearance  and  character,  but  occa- 
sionally it  becomes  coarse,  and  the  sebaceous  glands 
enlarged  (Godlee). 

Changes  in  tlie  Iicad  and  face.— The 
lower  jaw  becomes  much  enlarged  so  that  the  inter- 
dental gaps  are  widened  ;  and  the  abilit}'^  to  oppose 
the  teeth  of  the  upper  and  lower  jaws  is  lost.  The 
lower  lip  is  often  thickened  and  everted.  The  outline 
of  the  face  becomes  an  elongated  ellipse,  with  the 
wider  part  below.    In  ostitis  d";forman:5,  owing  to 
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the  hypertrophy  affectmg  chiefly  the  frontal  and 
temporal  bones,  the  fate  is  triangular,  with  the  base 
upwards.  In  myxcedema  the  bones  are  not  attacked, 
and  the  overgrowth  of  the  connective  tissue  is  more 
general,  so  that  the  face  has  a  "  full  moon "  appear- 
ance. The  cartilages  of  the  ear,  nose,  and  eyelids 
often  participate  in  the  perversion  of  nutrition,  and 
enlarge  considerably.  There  is  an  absence  of  tlie 
pallor,  flushing,  and  glossiness  of  the  skin  of  the  face 
seen  in  myxcedema.  In  both  diseases  there  is  fulness 
of  the  eyelids. 

Cliaiig^es  ill  the  hands  and  feet.— The 
hypertrophic  change  in  the  bones  and  soft  parts  may 
cause  the  hands  and  feet  to  assume  enormous  propor- 
tions. The  creases  in  the  skin  on  the  dorsal  and 
palmar  aspects — especially  over  the  joints— are 
deepened. 

There  may  be  certain  associated  enlargements  of 
other  parts.  The  spine  frequently  becomes  curved, 
and  the  clavicles,  ribs,  patellae,  and  iliac  bones  hyper- 
tropJiied. 

Owing  to  enlargement  of  the  laryngeal  cartilages 
the  voice  loses  its  range  of  pitch,  and  may  be  reduced 
to  a  deep  coarse  monotone. 

In  the  majority  of  the  recorded  cases  the  thyroid 
body  was  much  diseased,  and  either  enlarged  or 
atrophied.  Considering  the  established  relation 
between  morbid  states  of  the  thyroid  and  perver- 
sion of  nutrition  in  other  i)arts,  this  fact  is  very 
signiflcant.  It  seems  probable  that  the  connecting 
pathological  link  is  to  be  found  in  disturbed  nutrition 
and  activity  of  the  trophic  nerves. 

Godlee  has  pointed  out  that  malignant  tumours 
of  the  thyroid  gland  tend  to  recur  in  bone,  a  further 
illustration  of  the  association  of  morbid  states  of  these 
tissues. 

The  fituitary  body  is  in  some  instances  much 
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enlarged,  and  blindness,  which  may  supervene  as  a 
late  jymptom,  may  thus  be  owing  to  pressure  upon 
the  optic  chiasma  and  tracts,  causing  optic  neuritis 
and  atrophy.  Opacity  of  the  cornea,  which  some- 
times exists,  would  otherwise  explain  the  loss  of 
vision. 

In  acromegaly  the  general  sensibility  of  the  skin 
is  preserved.  The  patients  often  suffer  from  spon- 
taneous pains,  especially  cephalalgia.  There  may  be 
deafness.  There  is  no  slowness  of  speech  or  move- 
ment as  observed  in  myxoedema  and  pai-alysis 
agitans.  Polydyjisia,  polyuria,  and  a  cachexia  of 
indelinite  character  are  known  concomitant  conditions. 
In  women  the  menopause  is  almost  always  antedated. 

Acromegaly  is  met  with  between  the  ages  of  15 
and  60.  The  tendency  is  to  select  the  periods  of 
youth  and  early  adult  life.  Osteitis  deformans  sets  in 
after  40. 

As  further  conti-asting  acromegaly  and  ostitis 
deformans  it  may  be  remarked  that  the  latter  attacks 
chiefly  the  cranial  bones  and  the  long  bones  of  the 
extremities ;  that  the  osseous  lesions  are  not  nearly 
so  symmetrical  as  in  acromegaly ;  that  the  bones  of 
the  hands  and  feet  escape  the  affection  ;  and  that  tho 
soft  tissues  are  not  involved  in  the  hypertrophy. 

Leontiasis  ossea,  described  by  Virchow,  could 
scarcely  be  confounded  with  acromegaly.  Here  the 
facial  bones  are  the  seat  of  the  lesion,  whilst  the  limbs 
are  free  from  invasion  by  the  osseous  hypertrophy. 
(See  page  238.) 

In  elephantiasis  only  one  leg  is  usually  afiected, 
and  the  upper  limbs  escape.  The  skin  and  subcu- 
taneous soft  tissues  are  primarily  involved,  not  the 
bones. 

The  cause  of  acromegaly  is  unknown. 
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ACTINOIMYCOSIS. 

Actinomycosis  is  a  disease  due  to  the  j^resence 
of  a  vegetable  parasite  called  actinomyces.  Bollinger 
described  the  disease  in  cattle  in  1877.  About  the 
same  time  Israel  published  two  cases  affecting  the 
human  subject,  but  he  regarded  the  disorder  as  a  kind 
of  septicjemia.  Ponfick  was  the  first  to  recognise  its 
identity  with  the  parasitic  disease  of  cattle.  It  is  a 
progressive  inflammatory  affection  set  up  by  the  irri- 
tation of  the  fungus.  The  latter,  which  belongs 
probably  to  the  hyphamycetes,  is  very  characteristic. 
It  grows  in  a  ray-like  manner.  Microscopically  it  is 
seen  to  consist  of  thread-like  processes — mycelium — 
which  give  off  bulbous  swellings — conidia.  Some- 
times the  bulbs  are  arranged  in  a  moniliform  series, 
or  a  thread  of  the  mycelium  may  give  off  numerous 
bulbs.  The  agglomeration  of  bulbs  of  this  ray-fungus 
forms  a  mulberry-shaped  mass  of  a  yellowish  colour, 
and  about  the  size  of  a  millet  seed.  The  bulbs  are 
embedded  in  granulation  tissue,  which  in  some  parts 
breaks  down  and  forms  abscesses,  whilst  in  others  it 
organises  into  cicatricial  tissue.  Groups  of  the  fungus 
granules,  together  with  the  surrounding  inflammatory 
formation,  form  nodular  masses,  the  size  of  a  man's 
fist  or  even  larger.  The  disease  is  most  common  in 
cattle  and  hogs.    It  is  rare  in  man. 

It  usually  starts  in  the  alveolar  process  of  the  jaw, 
the  f  imgus  attacking  a  part  where  probably  there  is 
•  solution  of  continuity  of  healthy  tissue.  From  the 
jaw  it  spreads  to  the  neighbouring  parts.  The  tonaue 
IS  often  mvolved  and  enormously  enlarged.  The 
tissues  of  the  neck,  pharynx,  oesophagus,^  and  even 
the  walls  of  the  stomach  may  be  invaded.  "  In  man 
tlie  soft  parts  of  the  neck,  the  lungs,  and  chest  walls 
are  often  attacked." 
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The  irritation  of  the  bones  causes  side  by  side 
destructive  caries  and  extensive  osteophytic  growths. 
Before  the  real  nature  of  tlie  disease  was  known  in 
cattle  it  was  described  as  "  medullary  sarcoma  of  the 
jaw,"  "osteo-sarcoma." 

By  the  breaking  down  of  the  diseased  masses 
irregular,  isolated,  or  intei'communicating  cavities 
result.  It  can  always  be  diagnosed  by  the  yellow 
seed-like  fungus  growths  in  the  discharge  from  the 
abscesses. 
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Fibroses,  325 

Fibrous  epulides,  434 

 polypus,  387,  435 

Filaria  sanguinis  hominis,  435 

Fissure,  Painful,  of  anus,  403 

Fistula  in  ano,  415 

Flexion  of  the  joints  in  inflamma- 
tion, 268 

Foetal  inclusions,  493 

 ricliets,  164 


Fracture  of  the  spine,  291 

 simulated  in  riclcets,  ICO 

Fractures  of  bone,  192 

 of  rickety  bones,  158 

Fungating  ostitis,  223 
Fungous  disease  of  granulations, 
34 

 heematodes,  357,  503 

  inflammation    in  the  knee 

joint,  267 

 testis,  351 

Furuncles,  86 
Fusiform  aneurisms,  320 

Gall  stones  and  urinary  calculi, 
402 

 ,  Pigmentation  in,  118 

Ganglion,  490 

Gangrene,  20,  44 

■ — — ,  Juvenile,  314 

 ,  Senile,  45 

 ,  Symmetrical,  313 

Gangrenous  stomatitis,  50 

Gelatinoform  atrophy,  244 

Genito-urinary  system  in  loco- 
motor ataxia,  137 

Genuv.ilgum,  29S 

Giant  cells,  Origin  of  the,  in 
tubercle,  170 

Glioma,  470 

Gliosarcoma,  470 

Gluge,  Corpuscles  of,  8, 19 

Goitre,  Exophtbahnic,  217 

Gonorrhoea,  a65 

Gonorrhoeal  affections  of  the  eye, 
368 

 arthritis,  279 

 conjunctivitis,  369 

  cystitis,  367 

  orchitis,  368 

 rheumatism,  279 

 stricture  of  the  urethru,  368 

 warts,  479 

Gouty  abscess,  20 

 arthritis,  234,  281 

Granular  and  crystalline  pigment 

from  cerebral  Ineniorrhage,  119 
Granulating  abscess,  22 
Granulation  of  a  wound,  ISl 

 sarcoma,  401 

 tissue,  16,  30 

Grey  granulation  of  the  liver, 

lt9 

 miliary  grnnnlations,  167 

Gummata,  1*1,  149 
Gunpowder  explosions,  Discolour- 
ing by,  117 

Heemnrthrosis,  2S0 
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Haematoma,  208 
Hoematuria,  388 
Htemophilia,  280 

HffiiDoiThag-e  between  the  skull 

and  dnra  mater,  210 

 from  litemopliilia,  280 

 from  the  bladder,  398 

 from  the  kidney,  388 

  from     the    prostate  and 

urethra,  390 

 from  the  ureters,  389 

 into  joints,  280 

Hsemorrhagio  condition  of  the 

granulations  of  an  ulcer,  35 

 mfarction,  330,  331 

 periostitis,  163 

 peritonitis,  421 

Haemorrhoids,  414 
Bare-lip,  304 

HeaUng  by  granulation,  184 
— =—  by  scabbing,  187 

 stage  of  an  ulcer,  29 

Heat  in  inflammation,  11 
Hereditary  multiple  osteomata, 
447 

Hemia  cerebri,  210 

 testis,  351 

Herpes  zoster,  133 
Heteroplastic  tumours,  429 
Hip  affected  with  strumous  arthri- 
tis, 269 

  joint  affected  with  chronic 

rheumatic  arthritis,  273 

 disease,  270 

Histology  of  grey  granulations, 

168 

 of  the  granulations  forming 

the  base  of  an  ulcer,  30 
Homoplastic  tumours,  429 
Horse-shoe  fistula,  415 
Hosijital  gansjrene,  36,  49 
Hospitalism,  50 
Howship's  lacunae,  223 
Hyaline  masses  iu  joints,  282 
Hydatid  cysts,  93,  121 

  mole,  452 

Hydrocele,  361 

 of  th"  cord,  364 

 of  the  hernial  sac,  426 

— -  of  the  tunica  vngiualis,  362 
Hydro-meniugocele,  301 

 -myelocele,  301 

Hydrojis  acutus,  275 

 articulornm,  276 

Hygromii,  489 
Hyperpyi-ccxia,  108 
Hypertrophies,  01 
Hypertrophy  and  dilatation  of  the 
ureters,  379 


Hypertrophy  of  the  bladder,  378 

 of  the  facial  hones,  238 

 of  the  prostate  gland,  390 

•  ,  Physiological,  95 

Hypospadias,  307 

Ichorrhaemia,  73 

Indigo  calculus,  118 

Infantile  paralysis,  Deformities 

from,  288,  298 
Infective  organ  of  tubercle,  170 
lufiammation,  1 

 ,  .ailtiology  of,  11 

 ol'  an  ulcer,  36 

 of  houe,  219 

 ,  Proximate  cause  of,  1 

 ,  Signs  of,  10 

 ,  Theories  as  to  nature  of,  2 

Inflammatory   changes  iu  bone 

fracture,  193 
Innocent  tumours  of  the  rectum 

412 

Inspissated  pua,  23 
Intra-arachnoid  suppuration,  213 
Intermittent  pain,  25 
Internal  anthrax,  91 

 necrosis,  251 

Interstitial  keratitis,  153 
lutracranial  suppuration,  212 

 syjjhilis,  149 

lutracystic  tumours,  471 
Intraspinal  syphilis,  149 
Intussusception  of  the  howel,  427 
Irritable  ulcer,  37 
Irritative  dropsy,  303 

 hypertrophy,  91 

 overgrowth,  95 

Iritis,  150 , 

Itching  in  syphilitic  eruptions, 
145 

Ivory  osteomata,  446 
 pegs.  Erosion  of,  247 

Joint  murrain,  88 
Joints  after  injury  and  disease. 
Conditions  of,  282 

 ,  Diseases  of  the,  263 

 ,  Trophic  lesions  of,  136 

Keloid  mass,  17 
Kerato-iritis,  153 
Kyphosis,  230 

Lacerated  wounds,  186,  188 
Lardacoous  inliltratinn,  127 
^292™^  curvature  of  the  spine. 

Leucocytes,  6 

 ,  Diapedesis  of,  6 
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LencocythaBmia,  477 
Ligamentous  ijseudartlirosis,  201 
Ligature  of  arteries,  322 
 ,  Cutting  tkrough  of  the 

ligature,  323 
Line  of  demarcation,  46 
Lipomata,  Tlie,  436 
Lipomatous  bodies  in  joints,  282 

 sarcoma,  472 

Liquor  puris,  19 

 sanguinis,  19 

Living  sequestrum.  A,  226 
Locality  of  ulcers,  32 
Locomotor  ataxy,  136 
Locus  resisteutiaj  miuoris,  23,  105 
Long  bones.  Congenital  syphilitic 

lesions  of,  241 
Lumbo-sacral  spina  bifida,  302 
Lupous  ulcer,  40 

 ulceration,  178 

Lupus,  176 

 erythematosus,  177 

 exedeiis,  177,  178 

 vorax,  177 

Lymphadeuomata,  The,  473 
Lymphongiomata,  The,  478 
Lymphangitis  in  erysipelas,  80 
Lymphatic  nsevi,  478 
Lymphatics  att'ected  by  strumous 

disease,  175 
Lymphoid   or   adenoid  tissues, 

Origin  of,  169 
Lymphomata  of  the  viscera,  etc., 

476 

Lymphorrhcea,  478 
Lympho-sarcoma,  469 

Malignancy,  Signs  of,  430 
Malignant  anthrax  oedema,  90 

 facial  carbuncle,  88 

 ■  growtlis,  21 

 lymphomata,  475 

 pustule,  88 

 rectal  ulcer,  406 

 saroocele,  356 

 tumours  of  bladders,  385 

 of  rectum,  40J 

 ulcers,  39 

Malum  coxae  senilis,  270 
MaxillsB   and  teeth,  Congenital 

syphilitic,  245 
Medullated  neuromata,  455 
Melanin,  119 
Melanoma,  120 
Melanotic  sarcoma,  470 

 of  muscle,  119 

Melon-seed  bodies  in  joints,  280 
Meningo-enceijhalocele.  304 
Metastases,  Causes  of,  74 


Metastases  in  pyeemia,  76 

Micro-organisms,  522 

Miliary  aneurisms,  321 

MUk  teeth  in  rickets,  162 

Modified  ossification  in  rickets,156 

Moist  gan;irene,  47 

Mollities  ossium,  207,  259 

 contrasted  with  caries, 263 

MoUuscum  contagiosum,  4EK) 

 fibrosum,  434,  435 

Mouth  and  nose.  Congenital  sy- 
philitic affections  of  the,  152 

Movable  bodies  in  joints,  230 

Movement  of  the  fragments  after 
fracture,  203 

Mucin,  113 

Mucoid  degeneration,  110 

Mucous  papillomata,  4S0 

  polypi  of  the  bladder,  387, 

388,  453 

 sarcoma,  471 

 tissue.  Distribution  of.  111 

 tubercles,  42, 152 

Muscle  wounds,  188 
Muscular  system  in  fever,  55 
Myeloid  epulis  from  the  lower 

ja-v,  468 

 sarcoma,  467 

Myo-fibroma  of  uterus,  456 
Myomata,  The,  455 

 wdth  striped  fibres,  457 

Myxo-chondromaof  parotid  gland, 

44) 

Myxcedema,  115 
Myxomata,  The,  451 
Myxomatous,  or  gelatinous  poly- 
pus, 413 
Myxo-sarcoma,  472 

Nbbvus,  458 

Nasal  mucous  polypi,  452 
Naso-bucoo-pharjTigeal  cavity,  305 

 -pharyngeal  polypi,  452 

Natural  ossification,  155 
Necrosed  part  in  gaugrene,  46 
Necrosis,  246 

 •  coutrasted  with  caries,  232 

 of  an  ami)utation  stump,  249 

 of  the  femiur,  252 

 syphilitic,  230 

Nephritis,  Acute  iusterstitial,  396 

 ,  Chronic  interstitial,  396 

Nerve  injuries  and  wounds,  190 
Nervous  system  in  fever,  55 
Neuralgic  jmiii,  25 
Neuritis,  descending  optic,  151 
Neuromata,  434,  '152,  454 
Nodes.  236 

 ,  Varieties  of,  236 
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Nodular  masses  in  jomts,,282 

 rheumatism,  270,  272 

Nomenclature  of  ulcers,  31 
Non-medullated  neuromata,  455 

Obliterative  endarteritis,  71 
Odonotomata,  The,  449 
Olecraaon,  Ununited  fracture  of, 
221 

Opposed    granulating  surfaces, 

Union  of,  182 
Orbital  cellulitis,  218  ' 

'  tumours,  218 

Orchitis,  following  gonorrhoea,  343 

 ,  Scrofulous,  175 

Organic  stricture  of  the  urethra, 

371 

Osseous    and   articular  trophic 
lesions,  135 — 137 

Ossilic  union,  Failure  of,  199 

Ossification,  Modification  of  in 
rickets,  156 

 of  the  callus,  196 

Ossiform  tissue  of  Broca,  155 

Ossifjiug  euchondi-omata,  447 

 sarcoma,  472 

Osteoclasts,  223 

Osteoid  chondi-oma,  450 

 tissue  of  Vircbow,  156 

 tumour,  430 

Osteomalacia,  291 

Osteomata,  The,  443 

Osteomyelitis,  13,  241,  262 

Osteophlebitis,  241 

Osteophytes,Congeuital  syphilitic, 
of  the  long  bones,  244,  245 

 ,  Formation  of,  in  locomotor 

ataxia,  136 

 ,  Varieties  of,  234 

Osteoplastic  ostitis,  233 

 ,  Internal,  237 

Osteoplasts,  196,  248 
Osteo-sarcoma,  463 

 thrombosis,  241 

Ostitis,  Causes  of,  220 

 deformans,  238 

 ,  Terminations  of,  220 

Otitis  media,  154 
Ozoena,  74 

PachymeniugitiF,  149 
Facet's  disease,  238 
Pain,  23 

 ,  Effects  of,  on  nutrition,  26 

 ,  Factors  of,  24 

 in  inflammation,  11 

 ,  Types  of,  25 

PapiUomata,  The,  478 

 of  the  serous  membranes,  4S1 


Papular  syphilide,  146 

Paralysed    muscles    in  trophic 

lesions,  135 
Parrot's  osteophytes  or  nodes, 

213 

Pathological  aneurisms,  316 

 aneurism.  Varieties  of,  320 

Pemphigus,  148 

Perforating  ulcer  of  cornea,  132 

 of  the  foot,  134 

Perforation  of  bowel,  408 
Periarteritis,  312 
Perihepatitis,  154 
Periosteal  abscess,  226,  239 
Periosteum,  Changes   in,  after 

fracture,  198 
Periostitis,  239 
Peritonitis,  416 
Perspiration  in  fever,  54 
Pes  planus  et  piano -valgus,  298 
Phagedajna,  43 
Phagedffinic  chancres,  41 
Phlebitis,  Signs  of,  337 
Phleboliths,  327 
Phlegmasia  alba  dolens,  338 
Phlegmonous  arthi-itis,  277 

 ei-ysipelas,  47,  83 

 teno-synovitis,  84 

Phlyctenular  comeitis,  174 
Phosphorus  necrosis  of  the  iaws. 

256  ' 
Phthisis  and  fatty  infiltration,  104 
Pia-meningeal  suppuration,  212 
Pigment,  Sources  of,  117 
Pigmentation,  116 

 ,  cases  that  it  occurs  in,  120 

 ,  False,  116 

 iu  syijhilitic  eruptions,  145 

 ,  True,  117 

Piles,  403,  414 

Plantar    and  palmar  psoriasis, 
14-7 

Polymorjjhism  of  syphUitic  erup- 
tions, 144 
Posterior  synechia,  150 
Pott's  disease  of  the  spine,  228 
— puffy  tumour,  209 
Primary  convulsions  in  fever,  56 

 syphilitic  sores,  43 

Prolapse  of  the  rectum,  413 
Proliferating  arthritis,  270 
Prominence  of  the  eye-ball,  218 
Prostate  gland,  Diseases  of,  390 
Prostatic  abscess,  392 

 calculi,  393 

 glandular  tumour,  391 

Prostatitis,  392 
Provisional  callus,  197 
Psanimomata,  The,  473 
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Pseudavtbi-oses,  192,  201 
Pseudavtbrosis   from  traumatic 

dislocation,  205 
  from  iinveduoed  dislocation, 

203 

Pseudo  -  hypertrophic  paralysis, 

98,  103 
Puerperal  fevei-,  61,  62,  83 
Pulpy  degeueratiou  of  synovial 

niembr  me,  265 
Pulsating  swellings  in  the  scalp, 

209 

Pulsation  of  the  eye-ball,  217 
Purposive  atrophy,  97 
Pui'ulent  diathesis,  73 

 infection,  73 

 ophthalmia,  369 

Pus  corpuscles.  Origin  of,  20 

 disease,  73 

Pustixlar  coujunctivitis,  174 
Pyaemia,  60 

 ,  changes  in  the  wound,  76 

 ,  coui'se  and  character  of  the 

symptoms,  73 

 ,  Idioiiathic,  77 

 ,  Post-mortem,  signs  of,  76 

 ,  Synonyms  for,  7J 

PyEBmio  arthritis,  264,  277 
Pyogenic  membrane,  18 
Pyohremia,  Simplex  et  multijjlex, 

73 

Pyramidal  cataract,  153 
Pyrexia,  52 

Quarter  evil,  89 
Quiet  necrosis,  257 

Racemose  aneurism,  320 
Eainey's  synovial  fringes,  281 
Rarefying  fungous  ostitis,  221 

 ostitis,  226,  259,  267 

Raynaud's  disease,  313 
Becto-vesical  fistula,  377 
Rectum,  Polypi  of,  412 

 ,  Stricture  of  the,  403 

 ,  Tumours  of  the,  409 

 ,  Ulcers  of  tbe,  404 

Recurrent  fibroid,  466 
Redness  in  inflammation,  19 
Reflex  subdual  of  pain,  26 
Reproduction  of  opitbelium,  31 
Residual  abscesses,  23 
Retinitis  syphilitica,  150,  153 
Reverdiu's  skin  graftiuK,  31 
Rheumatic  arthritis,  264,  270,  283 

 gout.  270 

Rickets,  123,  155,  207 

 ,  Acute,  103 

 ,  Deformities  in,  158 


Rickets,  Scurvy,  162 
Rickety  joints,  162 

 rose-garland,  161 

 spine,  161 

 tibia,  159 

Rigidity,  Late,  289 
Rigor  in  fever,  56 
Rider's  bone,  444 
Rodent  ulcer,  514 
Round-celled  sarcoma,  464 
Rupia,  144,  148 
Ruptured  aneurism,  317 

Sacculated  aneurism,  315 
Sac  of  an  aneurism,  316 
Sago  spleen,  129 
Saliva  in  fever,  54 
Sarcocele,  345 

 ,  Cystic,  359 

•  ,  Malignant,  356 

 ,  Scrofulous,  350 

 ,  Simple,  345 

 ,  Syphilitic,  346 

Sarcoma,  359,  386 

 of  the  rectum,  411 

Sarcomata,  The,  461 

Scalp  injuries  and  diseases,  207 

 wounds,  209 

Seirrhus  of  the  breast,  499,  501 

 of  the  prostate,  392 

Scleroses,  325 
Sclerosing  ostitis,  224,  237 
Sclerosis  ossium,  237 
Sclerotitis,  369 
Scrofula,  172 

 ,  Period  of  life  for.  171 

Scrofulous  diathesis,  172 

 orchitis,  353 

 ■  sarcocele,  350,  354 

 ,  Minute  anatomy  of,  354 

 testicle,  175,  350 

 tubercle,  167 

 ulcers,  40 

Secondary  clot,  323 
Senile  osteoporosis,  207 

 scrofula,  176,  265 

■        thickening  of  the  skull,  239 

Separation  of  the  fragments  after 

fracture,  200 
Sepsin,  63 
Septic  infection,  62 

 ,  Diagnosis  of,  68 

 intoxication,  62 

 ,  Diagnosis  of,  68 

Septicojmia,  60,  69 

 ,  Cbaracter  and  course  of  tbe 

symptoms  in,  69 
Septoi>ya3mia,  61 
Sequestrotomy,  252 
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Sequestrum,  44,  250 

 ,  Living',  2'26 

Serous  cysts,  488 

Shootiug  pams  in  cancer,  25 

Simple  augiomata,  45S 

 fracture  of  bone,  192 

 greeustick  fracture  of  radius, 

195 

 rarefying  ostitis,  223 

 sarcocele,  315 

 surgical  fever,  57 

Sinus,  la6 

Site  of  syjjliilitio  eruptions,  145 
Sloughing  phagedoeua,  50 

 ulcer,  43 

Soft  chancre,  28 
Softening  cysts,  108 
Spasmodic  stricture  of  the  ure- 
thra, 370 
Specific  s.ymi3tomatic  ulcers,  41 
Spennatocele,  364 
Sphacelus,  44 
Spina  bifida,  301 
Spinal  ab-cesses,  230 

 coi  d  in  tetanus,  179 

■  ,  state  of  Lu  caries,  221 

 ,  Annular  sclerosis  of,  190 

Spiudle-celled  sarcoma,  465 
Spine,  Fixity  of,  in  caries,  229 
Splenic  fever,  88 
Spongeoid  tissue,  156 
Spongy  osteomata,  446 
Spontaneous  aneurisms,  316 

 fracture,  207 

Spondylitis  deformans,  230 
Spondylolisthesis,  292 
Spreading  stage  of  an  ulcer,  28 
Squamous  epithelioma,  503 

 syphilide,  146 

Starting  pains,  263 
Si  .itiouary  stage  cjf  an  ulcer,  29 
Stearic  acid  crystals,  109,  110 
Stomatitis,  Gangrenous,  50 

 ,  Syphilitic,  152 

Strau-cu'ated  hernia,  423 
Stricture  of  irrethra,  370 

 ,  Bridle,  372 

 .  Congestive,  370 

 ,  Organic,  371 

 ,  Spasmodic,  370 

Str.jjjhulHs  albidus,  421 
Sirumous  arthritis,  264,  205  284 

 caries,  224  ' 

 orchitis,  175 

 rarefying  ostitis,  224 

 testis,  Section  of,  352 

 ■  ulcers,  40 

Subungual  exostoses,  472 
Suction  bauds  in  peritonitis,  419 

Jj— 2 


Sugar-loaf  stump,  47 
Superflcial  carit-s,  227 

■  necrosis,  247 

 rarefying  ostitis,  226 

Sup]3uratiou,  17 

 between  the  boue  and  dura- 
mater,  210 

•  in  the  mastoid  cells,  216 

Suppurative  ai-achuitis,  214 

 arthritis,  277 

Surgical  fever.  Stages  of,  59 

 kidney,  79,  394 

Swelling  in  inflamiijation,  11 
Symptomatic  ulcers,  31,  38 
Syncope,  Local,  314 
Syi^hilis,  138 

 ,  Congenital,  151 

 of  the  lai-yns,  149 

 ,  Secondary  and  tertiary,  141 

Syphilitic  acne,  140,  147 
 caries,  230 

 chancres.  Unity  and  duality 

of,  139  ^ 

 disease  of  arteries,  311 

 of  the  cranium,  231 

 truptions,  144 

 eye  affections,  150,  If 2 

 gumma  of  the  liver,  143 

 •  lepra,  146 

 orchitis,  848 

 pseudo-paralysis,  244 

 l)50riasis,  146 

 rectal  ulcer,  405 

 sarcocele,  346 

 slaius,  120 

 ulcers,  41 

 ,  Secondary,  42 

 ,  .  of  the  throat  and 

mouth,  42 
 ,  Tertiary,  42 

Tabes  mesenterica,  176 
TaHpes  calcaneus,  286,  287 

 equino-vai-us,  296 

 equinus,  297 

Tattooing  diseolourings,  117 
Teeth  in  congenital  syphilis,  245 
Telangiectases,  458 
Tendons,  Woiiuds  of,  187 
Tertiary  phagedajuio  ulceration,43 
Tetanic  spasm,  57 
Tetanus,  178 
Throbbing  pain.  25 
Throinbosis,  334 

 in  common  carotid  artery, 

340 

-  — ,  Relation  of,  to  phlel.itis,  336 
Thyroid  gland,  Couditiou  of,  in 
foetal  rickets,  166 
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Tibia  affected  witli  ostitis  defor- 
mans, 159 

Tissues  affected  in  scrofula  and 
tubercle,  174 

Tonic  spasm,  57 

Total  necrosis,  252 

Traumatic  fever,  57 

 ,  Course  of,  58 

  Leemartbrosis,  280 

■  supijurative  arthritis,  277 

Tropbic  lesions,  131 

 nerves,  132 

Tubercle,  167 

 compared  with  pyasmia,  171 

 ,  General  jjathology  of,  170 

 of  bone,  167,  227 

 of  tbe  prostate,  392 

Tubercular  meningitis,  55,  215 

 •  orcbitis,  175 

 syphilide,  I'l'S,  147 

■ — -  testis,  167,  350 

 ulcers  of  tbe  intestine,  43 

Tumours,  429 

 ,  Classification  of,  431 

 of  tbe  scalp,  209 

Tiuiica  vaginaHs  in  sypbilitic  or- 
cbitis, 349 
T>pes  of  pain,  25 
Typboid  state,  Tbe,  90 

 ulcers,  43 

Tyrosin  in  septiccemia,  72 

Ulcer,  Simple,  mode  of  its  forma- 
tion, 27 

 Stages  of  an,  28 

Ulceration,  26 

 of  cartilage,  265,  267 

Ulcerative  form  of  bospital  gan- 
grene, 53 

Ulcers  in  the  small  intestine,  32 

—  of  tbe  aims  and  rectum,  403 

 of  tbe  face,  32 

 of  tbe  leg,  32 

 on  tbe  penis,  33 

 ,  Terminal  nerve-fibres  in,  133 

Union  of  opposed  granulatmg 
surfaces,  186 

 of  woimds,  181 

 by  first  intention,  182 

 ,  Causes  of  fnilurri  of,  184 

Ununited  fracture  of  bumerua, 
202 

 of  olecranon,  201 

Urethra,  Stricture  of,  370 


Urethral  fever,  78 

 rlieumatism,  279 

Urinary  abscess,  374 

 deposits.  Table  of,  399 

 fistula,  377 

Urine  in  fever,  54 

 in  surgical  kidney,  398 

 ,  Pigmentation  of,  118 

— — ,  Eetentiou  of,  in  gonorrhoea, 
368 

 ,  Suppression  of,  78 

Uterine  myomata,  456 

Valve  of  Houston,  407 
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medical  P^M\cution,."-BrMshMc^^^^^^^  P'"'*''"  °^  turope.an 
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